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Editor, American Journal of Public Health 
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M.D., and A History of Ophthalmology by George 
Arrington, Jr.. M.D. Beautifully designed 

and attractively bound in durable cloth, 

A History of Public Health exemplifies the ultimate 
elegance in the art of bookmaking and will make 

a handsome addition to vour library. 
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just published! 


... in this book his [Dr. Rosen's) pen has 
skillfully traced the procession, sometimes noisy 
even stormy, sometimes solemn and majestic, but 
always colorful and human, of the men, 
deeds and facts that have played a vital part in 
the story of Public Health down the ages,” 


from the Foreword by Félix Marti-thaities, M.D. 


HIS VOLUME approaches the subject of 
Public Health from a broad point of 
view and considers the health problems 

of communities of different periods 

in terms of their political, social, and 
economic patterns. A few of the 

topics covered are the following: disease 
prevalence, water supply and sewage 
disposal, epidemiological theory, maternal 
and child health, nutrition, occupational 
health, statistics, health education, public 
health administration, communicable 
disease control, medical care, public 
health and public policy, public 

health nursing, medical geography, 

and international health. 


A History of Public Health is 


the first comprehensive international 
account of community health 

action. The author deals with the 
evolution of public health in 

Classical Greece, Imperial Rome, 

the Medieval World, England, France, 
Spain, Italy, Germany, the United States, 
and several other countries that have 
made significant contributions to 
community health. Dr. Rosen also 
presents the lives and history-making 
contributions of the great figures 

in public health. 
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Trauma and Arthritis 


Louis ]. Gelber, M.D., LL.B. 


RADIOLOGIST, MEMBER, AMERICAN BOARD OF LEGAL MEDICINE 


ROCKVILLE CENTRE, N. Y. 


In courts of law, the term ‘rheumatism’ ts often used, but it is difhcule to deter 
mine whether the party using this term really means ‘arthritis.’ Very often the 
two words are used interchangeably causing still more confusion. However, the 
plaintiff's attorney is cager to get into the record that his client is suffering from 
“traumatic arthritis,’ for he knows that a diagnosis of this sort will receive sym- 
pathy from both court and jury. 

The part that trauma with aggravation plays when arthritis is present in impress- 
ing a jury or industrial commission may be well reflected in the opinion of the court 
in Fitzimmons v. State Industrial Commission. In this case the Supreme Court of 
Oklahoma held that even though osteoarthritis was present in the patient's spine 
and was unknown to him, yet it did not impair him from performing his work 
However, after his accident, which aggravated the arthritis, he was entitled to 
recover compensation for the entire time of his incapacity until he was again able 
to return to work (250 Pacific 111 

When roentgenograms show that one knee or shoulder is involved with arthritis, 
we should always film the opposite side for comparison. For purposes of clarity, 
arthritis is seldom a local condition. It is seen in varying degrees in persons more 
than 40 years of age and ts usually systemic. 

Arthritis may also be caused by toxic products, foci of infections, metabolic dis 
turbances, endocrine disorders, typhoid, as well as organisms such as Streptococcus 
and gonococcus. Furthermore, according to Dr. Goldthwait, as one advances 
through age 60, there is more lipping, spurring, and bridge formation. With all 
these causes of arthritis, what part does a single mechanical trauma play? In order 
to evaluate the disability that trauma causes in relation to arthritis, one must com- 
pare the progress of the condition clinically and radiographically for a period of 
six months prior to and after the injury. 


Delivered before the Medico-Legal Institute of the American Board of Legal Medicine, Manhattan Gen 
cral Hospital, April 12, 1958 
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Let us cite a few court cases to show the relationship of trauma to arthritis. In 
a 1957 case (Bridges vs. Farm Bureau Mutual Auto Insurance Co., 94 So. 2d 141), 
there was a head-on collision at 8:00 p.m. in a Southern state. The plaintiff, who 
was driving with his wife, was injured and he sustained multiple injuries. Roent- 
genograms of the plaintiff's spine revealed arthritis of long standing. The con- 
tention was that the trauma received aggravated the arthritis. No fractures were 
present. However, the plaintiff was able to resume his same employment soon 
after the accident. His claim of $8488 was reduced to $5000 by the court, who 
stated that insofar as he could do the same work after the accident as before, there 
was no aggravation of the arthritis. 

In another case decided in 1957, a 67-year-old ship watchman slipped over a rope 
and injured his left knee. Roentgenograms showed arthritic changes in the pelvis 
and left hip but none in the knee. However, the orthopedist described the left knee 
as being stiff and limited in mobility due to arthritis. He furthermore claimed that 
the entire left knee was arthritic and traumatized even if there was no roentgeno- 
graphic evidence 

The plainciff’s claim of $5000 was reduced to $2000 because of 60 per cent of con- 
tributory negligence. However, he was not able to climb ladders with safety after 
the accident (Ross vs. The Zeeland, 240F 2d 820). In all these cases, we therefore 
see that disability is compensated for with money, and measurement of disability 
is also in terms of dollars and cents. When earning capacity is impaired, compensa- 
tion is intended to reimburse the patient for money lost. 


EFFECT OF INJURY ON THE ARTHRITIC SPINE 

Under the classification of arthritis, we may distinguish three types: (1) degenera- 
tive: osteoarthritis, thinning of all cartilaginous discs, herniations, osteophyte 
formations secondary to disc pathology; (2) rheumatoid: Maric-Striimpell disease, 
Bechterew's disease synovitis, ankylosis, and muscle atrophy; (3) granulomatous: 
tuberculous ( Port's disease ), brucellosis. 

Trauma bears a much closer and more obvious relation to hypertrophic arthritis 
than it does to the rheumatic type. I would like to emphasize again that before the 
age of 35 very little lipping or spur formation exists characteristic of arthritis 
of the spine. However, as one advances through age 60, we see more lip- 
ping, spurring, and bridging. Therefore, these arthritic changes are not patho- 
logical, but a natural physiological response of the intervertebral discs to senile 
changes. These changes consist in a loss of clasticity of the discs and increased 
calcification of the brown substance. This loss of elasticity deprives the spine of 
its buffer system. Nature then compensates for this loss by providing for addi- 
tional fixations in the spine in the form of spurs and bridges. These spurs and exos- 
toses often progress so far that the intervertebral foramina are narrowed, with 
resulting pressure on the nerve roots. On slight provocation, therefore, radiating 
pains may occur, which are not present under normal conditions. Bony spurs or 
osteophytes are common in older persons, and their presence in trauma is merely 
coincidental. The pain in these arthritic patients is the result of pressure by trauma 
on nerve roots 
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What is the significance of the mobility and elasticity of the spine? If we observe 
the curvature of the spine, we note that the cervical and lumbar portions have a 
forward thrust. Because of this architecture, nature has given the greatest mobility 
to these portions of the spine. Accordingly, the discs are thicker anteriorly in the 
cervical and lumbar regions. On the other hand, the anterior and posterior longi- 
tudinal ligaments are thinner in these regions, thus aiding in increased mobility 
and flexion, 

What is the anatomical basis of a real exacerbation of osteoarthritic changes due 
to trauma? It is, above all, the sprain and rupture of the very inelastic and often 
calcified ligaments, particularly the anterior longitudinal ligaments and the smaller 
ligaments of the arches. Tears of the muscles of the back and occasional fractures 
of the small bridges and spurs also occur. Radiculitis now becomes manifest with 
pressure on nerves. Insofar as osteoarthritis of all portions of the spinal column ts 
a common condition from the fourth decade on, the cervical and lumbar portions 
of the spine are especially susceptible to trauma because they are the most mobile 

Spurs are bone formations caused by periosteal reactions at the sight of attach 
ment of tendons, fascia, or ligaments from chronic irritation or strain. By their 
very nature, these hypertrophic changes cannot be the result of a single trauma 
They are slow reactions to a strain that has been operating over a period of years 
The laborer's back with its hypertrophic changes is just such a condition. 

Persons with chronic arthritis of the back superimposed by a severe injury sufler 
greatly due to friability of these structures from the trauma. Healing is delayed, 
and the permanent disability effects are greater than in healthy tissues. Disability 
of the spine should be expressed in terms of restricted movement. 

Where evidence of cartilage damage is present in an arthritic spine, knee, or wrist, 
it will be necessary to show evidence of joint injury such as pain, swelling, syno- 
vitis, or restriction of motion. 

In summarizing, the intervertebral fibrocartilages in the spine are thicker in front 
than behind in the cervical and lumbar regions, with the result that these portions 
of the spinal column have greater pliancy and freedom of movement.  Further- 
more, discs are important shock absorbers. Radiculitis coming from nerve root 
pressure is the pain from which most arthritic patients suffer in post-traumatic 
conditions, Therefore, in evaluating disability of an arthritic patient who suffers 
trauma, we must judge both his restricted motion or disability as well as his working 
ability prior to the injury compared with his ability to perform useful work for at 
least six months after the accident. 
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For the physician, consent is inextricably bound up with malpractice. The 
absence of the former conjures up the specter of the latter. As more and more compli- 
cated medical procedures are evolved for the alleviation of suffering and the cure 
of disease, more and more complicated consent forms come into use. These necessi- 
tate the long and detailed explanations that are now being given to the patient and 
his family preceding the signing of the forms. 

What then, it may be asked, gives these consents a medicolegal aspect? The 
answer may be given that there is a medicolegal aspect to a consent whenever it 
involves a situation presenting a question of law in which medical facts are at issue. 

Legally, consents are contracts outlining the basis on which the physician ts to 
deal with the patient. There may be more to the contract than appears in the con- 
sent, but as far as it goes, and insofar as the physician acts on it, the consent has 
the force of a contract. The rules of law governing such consents are clear cut in 
the main. In some instances, pragmatic solutions have been reached, which are 
not beyond criticism. In these, re-evaluation might just as casily support a rule 
the other way, frequently serving equity, common sense, and even pragmatism in 
greater stead. 

Just as democracy derives its authority and power from the consent of the gov- 
erned, so interpersonal rights are derived from the consent of the parties concerned 
This consent may be cither oral or written, spelled out in detail or implied. To be 
valid, it must be freely given by a person who has a right to give it and who under- 
stands the nature of the act consented to as well as the risks involved and the usual 
and expected consequences of that act. 

While many consent forms used by physicians and hospitals spell out in great 
detail the exact nature of the procedure to be employed, when it is to be done, and 
where, some seck to give the physician more latitude by providing that he may use 
his own judgment. This, of course, always means within reasonable bounds. In 
general, consents executed in favor of a hospital will cover the surgeons who work 
there (Keister v O'Neil, 138 P. 2d., 723, Cal. 

The general operating locus and extent, as described in the consent, cannot usually 
be enlarged on. These elements are rather strictly construed. Thus a surgeon 
cannot perform an operation different from the one agreed on just because it will 
be beneficial to the patient. Even if it is successfully done, the physician may be 
charged with assault and battery or, as some put it, trespass to the person. 

At common law, consent of the party toward whom the act is directed is a good 
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defense against the charge of assault. Similarly, a battery is not committed unless 
the act is perpetrated against the will of the injured party (C.J.S. 2d., 941). 

If more than one operation is to be done, the consent should cover each one. 
Where their venturesome acts do not turn out well, physicians will have damages 
assessed against them, as was the case in Paulsen v Gunderson, 260 N.W. 448, Wis 
In this case a surgeon performed a “‘radical’’ mastoid operation on a patient who 
had consented to a “‘simple’’ mastoid operation. The result was facial paralysis 
and impaired hearing for the patient and a large money iudgment against the phy- 
sician. In Wall v Brim, 138 F. 2d. 478, Ga. 1943, a surgeon assured a patient he 
would remove a cyst from her neck in 10 minutes. At operation, the cyst was found 
to be much more extensive than expected, very friable, and near the facial nerve. 
Not wishing to worry the patient, the physician removed it without consulting 
her. Paralysis of the face and tongue resulted. The court ruled that the physician 
had done an operation different from the one agreed on and was liable for the conse- 
quences. 

An exception is made in situations where to do less than is medically justifiable 
is to endanger the health or life of the patient. Such situations are treated as emer- 
gencies. The physician is permitted to go beyond the bounds of his consent but he 
must tread lightly and with a good deal of discretion. It has been held that where 
a patient is under general anesthesia, the physician, operating under a consent 
calling only for an appendectomy, may nevertheless puncture an ovarian cyst that 
might grow and endanger the patient's life. To the same effect is the case of the 
surgeon who excised a diseased appendix under a consent given to remove an in 
fected fallopian tube, which, at operation, was found to be normal. When he 
presented his bill, the physician was met with a summons charging assault. He 
held that the patient was under anesthesia, consent was unobtainable, and this 
was an emergency, so there was no liability (Barnett v Bachrach, 34 A. 2d, 626 

From cases decided on this point, it seems clear that a physician can operate on 
a married woman who consents even though her husband does not (State v House 
keeper, 16 A. 382, Md.). Even in those states that do not follow this rule, the 
same result is achieved, the court holding that by sending his wife to that physician 
the husband impliedly consents (McClallen v Adams, 31 Am. D. 140, Mass.), a 
pragmatic solution to achieve an acceptable result 

Unless consents have the characteristics previously outlined, they may be either 
voidable or void. Invalidity results if the act contemplated is invalid or against 
public policy, the consent was given by one who had no right to give it, or it was 
obtained by fraud or misrepresentation. 

Some states have statutes permitting sterilization of the feeble-minded and of 
habitual criminals, as a cugenic measure. Here the physician needs no consent 
In fact, he is protected even if the patient objects. The law substitutes its sovereign 
authority for his consent. 

Sterilization for therapeutic reasons is provided for by statute in some jurisdic 
Those undertaking such pro 


tions and is permitted by judicial decision in others. 


cedures must make sure that all the legal steps are taken exactly as prescribed by 
The law 


the local law, as they will be held strictly accountable for any omissions. 
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is not uniform as to sterilization operations that can be called neither cugenic nor 
therapeutic. In some areas they may be illegal as against public policy. Three 
states expressly prohibit them. In New York this procedure has been ruled on 
collaterally in an action involving the showing of a film on that subject. The court 
referred to the procedure as an illegal operation (Foy Productions v Graves, 3 NYS 
2d, 573). 

Normally, if a person voluntarily submits to an operation, consent is presumed. 
Thus the wife of an Army sergeant could not recover for a paralysis of her legs, 
bladder, and bowel function after the administration of spinal anesthesia at the time 
of the delivery of her child, as it appeared at trial that she knew that all the de- 
liveries at that institution were done under spinal anesthesia and she did not refuse 
it. From this, the court inferred that she had consented (Hall v U.S. 136 F. Supp 187). 

By statutory permission, physicians in official posts, such as health officers or 
prison or mental hospital physicians, may treat their charges without their consent 

Consent given to an illegal operation is no protection to the physician, Not 
only that, but he must use just as much care during an illegal operation as in a legal 
one. In fact, it has been held that a woman who consented to an illegal operation 
can nevertheless suc the surgeon for any negligence he may commit (Lembo v Donne! 
103 A.11, Me.). However, the opposite result was reached in Martin v Moore, 
42 S.W. 2d 207, Tenn. 

Whether “‘before’’ and “‘after’’ pictures used as testimonials of cures require 
special consents is of the utmost importance to such businesses as drug and pharma- 
ceutical houses. In an advisory opinion, the attorney general of New York informed 
that state’s Health Department that to show “‘before’’ and ‘‘after’’ pictures of 
cancer patients as an educational exhibit at a state fair without their special consent 
would be an invasion of their right of privacy.* Granting that hospitals may 
display such pictures in the course of teaching their interns and nurses, must they 
cover them up during visiting hours for the patients? 

There is much evidence that courts take a very dim view of consents obtained 
under circumstances where there is even the slightest clement of fraud (Hall v U.S., 
loc. cit.). They have ruled, for instance, that a husband who concealed the fact 
that he had contracted syphilis premaritally had no right to accept his wife's con- 
sent to live with him and that such cohabitation and subsequent infection of his 
wife was assault and battery (State v Lankford, 102 A. 63). 

An interesting case involving misrepresentation arose in New York. A practical 
nurse, seeking to impress her boy friend while they were in a bar, announced to all 
present that if they would line up she would inoculate them with a serum against 
smallpox. She then injected all who had lined up with a hypodermic syringe con- 
taining a fluid later identified as water. Ata hearing after arrest, the court decided 
that the consents had been obtained by fraudulently representing that she was a 
nurse and that the prisoner was thus guilty of assault in the third degree (People 
on Complaint of Burke v Steinberg, 73 N.Y.S. 2d, 475). 

However, a husband has no action against a physician who fraudulently gets 
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him to consent to an operation on his wife as long as she knows her true condition 
and has consented (41 Am. Juris., sec. 111, p. 223). 

It has been said that there cannot be any assault on account of liberties taken with 
the person of a woman past the age of consent if she willingly permits such acts. 

It is otherwise, however, if she is tricked into it. Consider the case of Common- 
wealth v Gregory (1 A. 2d. 501), in which a minister, calling himself physician, 
examined the artificial leg and stump of a married woman at her home. He was 
held guilty of assault and battery. 

In the case of incompetents, consent should be obtained from the spouse or the 
legal guardian, if there is one. A feeble-minded adult, not under a guardian's care, 
may give a valid consent if he or she understands the nature of what is to be done 
Wilson vy Commonwealth, 160 §.W. 2d., 649, Ky. 


and makes no objection to it 


1942). 
In order to make sure that treatment can legally be administered to an incompetent 


minor, the consent of both parents or that of a legal guardian should be sought. 
In an emergency, where delay would be dangerous, consent is implied. 

In general, it may be said that boys reach their maturity at 21, girls at 18 or 21, 
Some time before that, usually at 14, a minor is said to 
Prior to such time, consent must be obtained from the 


depending on the state. 
reach the age of discretion. 
parents or, in case of legal separation or divorce, from the parent having legal cus- 
tody, or from one who stands én loco parentis. In Moss v Rishworth (222 S. W. 225), 
consent given by adult sisters who were temporary guardians of the minor was 
held insufficient. In another case, where blood was taken from a minor for trans- 
fusion to another person without parental consent, that was held to be actionable 
Zaman v Schultz, 19 Pa. Dist. & Co. 309). 

Considerable doubt exists whether the consent of minors, past the age of dis- 
cretion, for procedures necessary for their health and well-being is valid. This 
seems to be especially true where the minor undergoes treatment for which his 
Complications multiply in those jurisdictions where marriage 


parents are to pay. 
emancipates the minor and he consents to an operation to which his parents ob 


ject. 
Now what occurs when parents refuse to furnish medical care for their children 


due to religious belief, prejudice, or just ignorance, thereby endangering their lives? 
Appeal should be made to the courts either through the local prosecuting attorney 
or a welfare agency for an order directing treatment or appointing a guardian to 


provide such treatment. 
What is the law governing new forms of treatment? What are the pitfalls? What 


should a physician do when he wishes to try out a new treatment, say for cancer? 
First, he should make sure the treatment method does not vary too much from 
accepted medical standards. Then he should explain to the patient and those legally 
responsible for him all that is known about the method or the material, its mode 
of action, the fact that there may be reactions not heretofore experienced with it, 
the risks involved, and the consequences that are possible. Then the patient or, if 
he is a minor, incompetent, etc., those legally responsible for him should execute 
a consent, something like the following: 
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City of ; State of 
I, having been fully informed by Dr. Blank of the risks and possible consequences involved in the treatment 
of me by means of Remedy R or Procedure P for the relief of Condition C, especially the possibility of Chere 
enumerate complications, sequelae, etc.), nevertheless hereby authorize said Dr. Blank to administer such 
treatment to me, and agree to hold him free and harmless for any claims or suits for damages for any injury, 


complications, residua, or sequelae whatsoever that may result from this treatment. 


Signed Patient 
Spx 


if married 


Witnesses 
Date 


Just as consent is required to examine and treat patients, so a physician must 
have consent to discontinue treatment once it is started. The absence of consent 
to discontinue treatment may rapidly present the aspect of malpractice. In Car- 
penter v Blake (60 Barb. 488, N.Y.), it was held that if a physician discontinues 
treatment without adequate notice and opportunity to be replaced, the only thing 
that will release him from liability for malpractice is the patient's consent to such 
abandonment. 

Nor is the patient bound to give consent to any replacement whom the attending 
physician may suggest. In Ghere v Zey (107 S.W. 418, Mo. 1908), a physician, 
planning a trip to Europe, offered to provide a substitute to look after the patient's 
fractured leg. The patient turned down the offer and employed another physician. 
Complications that developed left the patient crippled. In an action for malpractice 
against the original physician, the court charged the jury, over the defendant's 
objection, that he did not have the right to substitute another physician for him- 
self unless the patient consented. This was atlirmed on appeal. 

Under the maxim volenti non fit injuria, the law says a person has assumed the risk 
if he knows a given situation is dangerous, has a reasonable opportunity to dis- 
cover the nature of the risk, has an appreciation of that risk, but still remains in 
that dangerous situation of his own accord until injured. The maxim is applied 
only to contract situations and must be distinguished from contributory negligence, 
which applies only to torts 

In some jurisdictions, notably California, medical consents currently in use enumer- 
ate so many possible complications and causes for failure that they take on many 
of the characteristics of an assumption of risk. 

In general, consents should be preserved at least as long as the statute of limitations 
applying to the situation. Although an unauthorized operation is considered 
assault and battery, the timeliness of suits of this kind is frequently measured by 
the statute of limitations applying to negligence. In all but four states, the statute 
is suspended during minority. In the case of adults, several standards are in use. 
While a number of ways of reckoning time are in vogue, the two most usual are to 
count from the time the act was done or from the time the injury was discovered. 
Local law should be consulted in cach case. 

There are special areas that deserve a rapid glance. Autopsy consent must be 
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obtained from the surviving spouse, unless she or he waives or was legally separated 
or divorced at the time of death. In such case, consent must be sought from the 
next of kin. Those participating in autopsies done without such consent are subject 
to both civil and criminal action. 

Just because the death certificate calls for the cause of death is no authority in 
most states for a physician to do an autopsy without consent to find out. In some 
states, statutes permit a physician to perform an autopsy if it is demanded by a party 
entitled to do so under the provisions of an insurance policy then in force. Every- 
where the coroner or medical examiner has a right to perform an autopsy where 
death is from other than natural causes. His right is superior to that of the attend- 
ing physician even though the latter has the family’s consent. To be serviceable 
in this connection, consents should designate which organs are to be removed for 
section or study and which for permanent retention. Here again, only what is 
consented to may be done. 

For the interruption of a nonviable pregnancy (abortion) to be legal, there must 
be a therapeutic indication, Some states take the unsupported word of the prac- 
titioner who performs the operation; others require corroboration by either one or 
two other physicians. Although in common law an abortion is only a misdemeanor, 
any illegal interruption of pregnancy resulting in death will be adjudged man- 
slaughter if gross neglect of duty, culpable negligence, or criminal indifference is 
found. 

Finally, a word of caution is needed in regard to some of the newer procedures, 
such as cardiac catherization, spinal anesthesia, or artificial insemination; they 
require special consents tailored to the circumstances. A competent medicolegal 
attorney should be consulted in all such cases. 


West Point Class in Heart Studies 


The entire 1956 graduation class of the U. S. Military Academy at West Point has 
been designated to serve as subjects in a long-term study to determine whether there 
is a causal relationship between dict and heart disease. A group consisting of 475 
officers (356 Army, 119 Air Force) will be examined at regular specified intervals, 
and results will be sent to the School of Aviation Medicine at Randolph, Texas, where 
records will be evaluated. The study, when completed, is expected to help clarify 
the controversial role of fatty acids as a cause of arteriosclerotic heart disease 
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Trauma in Urology 


B. Maurice Shure, M.D., FI.C.S. 


MEMBER, AMERICAN BOARD OF LEGAL MEDICINE 
BROOKLYN, N. Y. 


A symposium on trauma in urology should include the diagnosis, treatment, and 
prognosis associated with all types of injury. This discussion relates to the medico- 
legal aspects of urological trauma. I will ask you to focus your attention to trauma 
that occurs in civil life--and mechanical trauma in particular. 

Urology is that branch of medicine and surgery that deals with conditions of 
the urinary tract of both male and female and also includes the genital organs in 
the male. The study of the reproductive organs and the genitals in the female is 
in the specialty of gynecology. 

Let us review, in a simplified way, the anatomy and the physiology of the genito- 
urinary system. Consider the system in two units--an upper one consisting of 
the kidneys and ureters and a lower one consisting of the bladder, urethra, and 
external genitals. 

The kidneys are made up of a cortex (an outer portion), a medulla (an inner por- 
tion, consisting of 30 to 40 pyramids that project to make up the three major calyxes ), 
and a pelvis (which is formed by the major calyxes, which unite). Generally, the 
upper portion or upper pole of the kidney is at the level of the eleventh rib, while 
the pelvis is opposite the level of tke first lumbar vertebra. Urine is formed in each 
kidney through filtration and reabsorption from approximately two million glo- 
meruli. Waste products are then secreted or eliminated through tubules, which 
conduct the urine from the glomeruli to the pyramids and then through the calyxes. 
In short, it may be stated that the kidneys regulate the composition of the body 
fluids by filtering fluids, by balancing the electrolyte equilibrium of the ingredients, 
and then by eliminating salts and foreign matter. 

From cach kidney there is transportation of the urine to the bladder through the 
ureter. This tube is 10 to 12 inches in length and about '¢ of an inch in width. 
Urine is propelled by peristalsis every 15 to 40 seconds to the bladder. The ureters 
enter the bladder obliquely, and in this way, backflow of urine is prevented. 

The bladder acts as a reservoir and has a capacity of 8 to 16 ounces normally. 
It is in reality a muscular bag, which receives the urine, and when about half the 
anatomical capacity is reached, one has the “‘ physiological capacity."’ At this point, 
the intracystic pressure increases and a desire to urinate then registers. With the 
assistance of three sets of muscles (in the bladder and at the bladder neck), the 
bladder is emptied. 

The next portion of the tract is the urethra, which transports urine and semen in 
the male. The anterior or penile portion is freely mobile while the posterior portion 
of the urethra is somewhat fixed. The posterior urethra has a significant anatomical 
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character in that there is a triangular ligament present that divides the deep or 
membranous segment (also known as the prostatic portion) from the bulbous por- 
tion. The route of extravasation of urine in urethral ruptures depends on whether 
the injury is in front of or behind this ligament. 

The scrotum is the sac that contains the testicles and acts as a radiator for these 
glands. Each testicle has a double function: the formation of spermatozoa and the 
secretion of a male sex hormone (known as androgen). In each testicle, spermatozoa 
are formed and then pass to the epididymis, which houses the spermatozoa until 
they become more mature. Then they go through a tube called the vas deferens. 
This vas and the spermatic artery and the vein are enveloped in a sheath and make 
up the spermatic cord. The cord extends from the tail of the epididymis through 
the inguinal canal to another reservoir for the sperm, and this is known as the 
vesicle. The vesicle also produces an enzyme that liquefies the seminal fluid. The 
vesicle is situated just above the prostate gland between the floor of the bladder 
and the rectum. After the vesicle, there are the tubules known as the ejaculatory 
ducts, which open up into the posterior urethra. At this point, the prostate gland 
secretes fluid, and this ejaculatory fluid acts as a medium for the transmission of 
spermatozoa. 

With this superficial outline of the anatomy, let us now consider the mechanics 
and the pathology of trauma in urology. In other words, what happens after 
injury? 

With mechanical trauma the results of superficial injuries are due to compression, 
contusion, or abrasion of soft tissues. If the injury is deeper, the result is a lacera- 
tion. Of course, beyond the latter, there would be a continued separation of the 
injured part and the end result might be very serious. Where there has been a break 
in the continuity of the tissues, there will be disturbances in the functions of the 
tissues involved. As in almost all instances of trauma, the first sequel is ‘‘ inflamma- 
tion." If infection has been added, there is a disturbance in the circulation, a de 
generation of tissue cells, and finally death of cells. The next step is the regeneration 
of the lost cells with growth of new tissue. The nature and the form of this new 
tissue vary. The end result in this process of repair accounts for the majority of 
urological sequelae. 

Since a kidney contains a large amount of fluid (that is, urine and blood ), the force 
of a blow to this organ is transmitted equally throughout the tissues. This will 
explain the mechanics that account for a rupture of the kidney. The more frequent 
injury to the kidney is produced by a direct trauma to the abdomen or back or flank. 
Indirect causes, such as falling from a height and landing on the feet or buttocks, 
are less frequent. These injuries may vary from a contusion to extensive lacerations 
and even « complete rupture of the kidney pedicle. Because there is a smaller fatty 
capsule surrounding the kidneys in children, injuries are more frequent in children. 
In the adult, there are more cases of injury to the kidneys in men because of a greater 
exposure and because there is less bony protection inasmuch as the ilium is narrower 
and the crest of the ilium is lower. On account of such anatomical differences, in- 
juries of the bladder are more frequent in the male than in the female. 

The urological problems associated with trauma of the kidney are not only due 
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to inflammation but also due to infection. In addition to specific trauma to the 
kidney itself, there may also occur a displacement or dislocation of the kidney 
from its normal position. It is conceivable that a previously displaced kidney may 
be further displaced and that a congenital abnormality may be activated to produce 
symptoms of increased impaired function. An appraisal of an activation of a previ- 
ous tuberculous infection of the kidney or a cancerous process of the kidney 1s always 
controversial, and much depends on the careful detailed history of the particular 
case and the time interval between the first symptom and the subsequent course for 


establishing a causal relationship. 

There is another type of injury affecting the functions of the kidneys where there 
has been no direct contact with the kidneys such as severe injuries to the extremities 
and to the thorax, and this is known as a “‘crush syndrome.’’ This may also follow 
severe burns. It was studied extensively in World War I. Impaired kidney func- 
tions are produced by shock and disturbance in the circulation with chemical im- 


balance. 

Trauma to the ureter from external violence is rare, although isolated cases have 
been reported after automobile accidents. Direct injury to the loins or abdomen 
may cause a periureteritis with subsequent stricture formation. Displaced kidneys 
due to trauma have added “‘insults’’ and also may produce periureteritis. 

As in the case of injury to the upper urinary tract, trauma in the lower unit may 
vary from simple contusions, abrasions, and lacerations to complete ruptures. The 
urinary bladder ts usually perforated when it ts distended. In such a case, a sudden 
blow causes an increase in the pressure within the bladder, and if this is great enough, 
there is a break in the bladder wall with extravasation of urine either within the 
abdominal cavity or outside of the peritoneum. Small and superficial lacerations 
do heal spontancously without any sequelae. Slight injury about any part of the 
genitourinary tract may heal without any complications. In children, bladder 
ruptures are sometimes noted after motor accidents. In adults, a large number are 
associated with fractures of the pelvis. The significant sequelae of bladder injuries 
are the formation of diverticula (which are pockets or protrusions from the inner 
aspect of the bladder) and the formation of stones within the bladder and in- 
fection 

There may also be disturbances in the function of the bladder due to impairment 
in the nerve supply after injuries to the spinal cord and also after cerebral accidents. 
This sometimes produces the condition known as a cord bladder."’ 

The urethra may be bruised and contused, lacerated or even avulsed. The more 
serious injury is the one to the membranous portion, which is attached to the pubic 
bone. It ts noted in straddle injuries. In addition to the immediate complication 
of extravasation of urine (which is devastating to the adjacent tissues), stricture 
formation may occur. A fistula and impotence are also possible sequelae. Injury 
about the membranous urethra with and without fractures of the pelvis may produce 
hemorrhage about the prostate. If there is infection, an abscess may result. 

Direct injury and also indirect trauma from straining or lifting may cause inflamma- 
tions of the scrotal contents and may also cause an excessive exudation of serum 
to account for the condition known as a hydrocele. While most hydroceles have 
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no traumatic history, there may be a causal relationship in some cases if such scrotal 
collection of fluid develops soon after injury, especially after a direct blow. 

The common injuries involving the spermatic cord are usually contusions and 
may result in a hematocele. There may be lacerations, and these could eventually 
account for a condition of sterility. A torsion or twisting of the cord on itself 
could cause an atrophy of the testicle due to the cutting off of the blood sup- 
ply. 
There is an apparent paucity of injury of the urinary tract because of the peculiar 
and well-protected anatomical relations. However, with a history of injury, pain, 
and tenderness over the kidney or bladder area and hematuria, some form of trauma 
to the genitourinary tract should be seriously considered, and its causal relationship 
from a medicolegal standpoint must be evaluated. Expert advice should always 
be sought. 

Many disabilities may be estimated by uniform standards, but in the case of 
kidney and bladder injury, cystoscopic and pyelographic studies are important 
As a urologist, I feel that a cystoscopic examination is one of the desirable ‘' stand- 
ard’ procedures in the diagnosis of urological disease and injury and, when per- 
formed by an expert, should not be of any consequential character. If this examina 
tion cannot be undertaken, we now have a procedure known as ‘excretory urogra- 
phy.’’ This is a painless and innocuous procedure wherein dye is given the patient 
and roentgenographic studies are made in series. It is called ‘intravenous pyelogra- 
phy."’ Since the dye is also given intramuscularly or subcutaneously at times, the 
term “‘intravenous’’ is technically incorrect, and the procedure should be labeled 
“excretory urography."’ The dye may some day be given orally and be effective 
for diagnostic evaluation, 

From a medicolegal aspect, what 1s the significance of a urological injury wherein 
a kidney or a testicle is lost? 

One must consider an organ as completely lost to the patient if the normal function 
of such an organ has been completely affected. Inasmuch as nature has provided 
us with two kidneys, the loss of one would not of necessity shorten one’s life but 
certainly would throw added activity on the remaining kidney and also would 
affect the morale of the patient because there is a loss of a ‘reserve factor."’ Of 
course, the loss of a kidney is of greater significance if the remaining kidney is not a 
good functioning organ. 

While the testicles are glands of internal secretion and take part in spermatozoa 
formation, the loss of one testicle would not affect the physiological condition of 
the individual if the remaining testicle were a healthy and well-functioning organ 
The loss is only of a “‘safety factor."’ Obviously, if both testicles are lost, there 
results a condition of sterility and characteristic changes in the appearance and in 
the physical make-up of the individual. 

The partial or complete loss of the penis would not only result in a structural 
loss but would account for urinary difficulties and impotence. Where there has been 
specific mechanical trauma followed by the formation of scars, stricture, and physio- 
logical loss, there is substantial evidence of causal relationship. In instances where 
an alleged impotence is a claimed manifestation .of a mental reaction after injury to 
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the genitals, the resulting effect on the patient may be such that the services ot a 
psychiatrist might be necessary. 

Sometimes, there are neurological effects among patients who have not had any 
specific injury to the urological tract but have had other traumas, and genitourinary 
pathology intervenes. The types of cases are those wherein there is a formation of 
stones in the kidneys or bladder after lengthy bed confinement and secondary infec- 
tions of the genitourinary tract resulting from bed sores. Prolonged bed rest often 
results in an increase in calcium cells, and this disturbed metabolism plus stasts 
predispose to the formation of calcult. 

Not infrequently, complications that arise in pre-existing conditions after an 
accident, which would otherwise be inevitable, require expert opinions. However, 
there may be varying degrees of aggravation if such complications produce a marked 
disadvantage to the patient or hasten death. 

From the medicolegal standpoint, the chief concern is to interpret the causal 
relationship between complaints and an accident cither in the resulting pathology 
from the accident itself or in the aggravation of an already existing abnormality. 
A slight injury to any part of the genitourinary tract may frequently clear up with- 
out any complications, but expert supervision by a qualified urologist is important 
To make fair evaluations, in severe trauma, intensive studies are always indicated 
To promote understanding and justice, let us have more cooperation in acknowledg- 
ing what is reasonable and refute what is pathologically and physiologically 1n- 
consistent. 


SYMPOSIUM ON MEDICINE AND WRITING 


The Symposium on Medicine and Writing that appeared in the Novem- 
ber 1956 issue of INTERNATIONAL Recorp or Mepicine has been published 
recently as a Monograph. The articles included in this Monograph are: 
The Editing of a Modern Medical Textbook"’ by Russell L. Cecil; ‘Plain 
Talk and Clear Writing’’ by Morris Fishbein; ‘The Principles of Biblio- 
graphic Citation” by John F. Fulton; ‘The Art of Communication’ by Joseph 
Garland; “‘On Writing a History of Medicine’’ by Douglas Guthrie; and 
‘Minerva and Aesculapius: The Physician as Writer’’ by Félix Marti-Ibafiez. 

This 72-page Monograph is sold for $3.00. As the fourth in the series of 
MD International Symposia, this book is the companion piece of Medical 
Writing, which was published in May 1956. 


To obtain this monograph, write to MD Publications, Inc., 30 East 60th 
Street, New York 22, N. Y. 
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The Present Problem of Malpractice 


Maxwell M. Booxbaum, M.D., LL.B. 


MEMBER, AMBRICAN BOARD OF LEGAL MEDICINE 


TRIAL ATTORNEY, 


NEW YORK, N. Y. 


In my opinion, the present problem of malpractice is the same as the past problem 
and it will be the future problem unless the rules of evidence are changed to permit 
substituting medical books for the expert witness without whom a prima-facic 
case cannot be presented by a plaintiff in a malpractice action. The rules of evidence 
should also be enlarged to allow the rule of res ‘psa loquitur in cases where surgeons 
leave clamps, forceps, or sponges in the abdomen. California follows the res ipsa 
loquitur theory, while in the state of Massachusetts the use of medical textbooks is 
permitted in licu of expert testimony. 

What ts malpractice? In plain English it is bad practice. It ts also failure to act 
in the proper case. It is a mistreatment of a disease or injury. It constitutes im- 
proper care because of carelessness or ignorance. It is the failure to act in certain 
situations. 

An action for malpractice is based on negligence. It therefore does not differ in 
any material aspects from the ordinary action having its basis in negligence with 
the exception of the production of an expert witness. Such witness must testify 
that ‘the defendant's failure to exercise the required degree of skill and care was 
the approximate cause of the injury sustained by his former patient’’ or that the 
defendant failed to follow the proper and approved practice in the treatment of 
the plaincff. 

The relationship of a physician and patient need not be established by express 
contract, or by the payment of a fee, for recovery in malpractice 

A physician does not guarantee a good result. He must use his best judgment and 
is not liable for an error in judgment. Not every unexpected or untoward result in 
a patient after medical or surgical treatment gives rise to an action for malpractice 
For example, when a physician administers treatment to a patient who has certain 
peculiarities or who suffers from an allergy that cannot be ascertained in the exercise 
of reasonable care, and the patient suffers an unexpected result, there 1s no liability 
on the physician's part. 

Consent must be obtained from all persons of adult years and sound mind by a 
surgeon before operating. The only exception is the case of an emergency where the 
patient is unconscious or where it 1s necessary to operate before consent may be 
obtained. A surgeon who operates on a patient without consent commits an assault 
for which he is liable for damages.': ' 

Consent obtained by misrepresentation does not constitute consent. When a 
wife is operated on, consent of the husband is also necessary. Dr. B. induced Mrs. G 


to consent to an operation of a minor nature. Instead he performed a very serious 
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operation resulting in her death. The court ruled that negligence does not have 
to be proved since it was a wrongful act that caused her death and that the false 
representation and concealment were sufficient. It was a willful fraud. Consent 
to one Operation is not consent to another and different operation. ' 


LIMITATIONS OF ACTIONS IN| MALPRACTICE 


We all know that an action against a physician, dentist, or attorney must be 
commenced within two years after the commission of a tort. But how do you 
toll the statute? Does it start from the date of maltreatment or does it begin from 
the last day of treatment? A review of a few cases may enlighten us. Mrs. C. had 
her appendix removed by Dr. D.‘ For two years the patient complained to her 
physician of pains within her abdomen, vomiting, and cramps. She was assured 
that there was nothing wrong. Twenty-six months after the original operation, 
she was again operated on and a forceps was removed. A complaint was served 
on Dr. D. It was dismissed on the ground that statute barred the suit. The plain- 
tiff'’s plea that suit was commenced within two years after the discovery of the 
forceps was of no avail 

Contrast this case with that of Mrs. S. who sued Dr. Van L. for malpractice 
The latter had removed a large tumor. For the next three years the patient complained 
to the physician of great discomfort, nausea, vomiting, cramps, and loss of weight 
He continued to treat the patient without the latter showing any improvement. 
Eighteen months later Mrs. S. was operated on by another surgeon, who removed 
a large sponge from the abdomen. She commenced an action for malpractice against 
Dr. Van L. His attorneys made a motion to dismiss, alleging that it was four and 
one half years since the physician had operated on his patient. The court ruled 
that the time begins to run from the date of the last treatment, and that since the 
operation and the treatment constituted one contract, and since the treatment was 
a continuing act, the statute would have to be tolled from the date of the last treat- 
ment. The court added that if the physician could prove that the negligence arose 
at the time of the operation, the two years would begin to run from the day of the 
operation. The plaintiff would then have an opportunity to prove that the physician 
was negligent in discovering the sponge during his postoperative care, and for that 
reason the time would begin to run from the last day of treatment, at which time 
he also failed to discover the foreign body 

Dr. F. brought an action against Mr. C. for professional services rendered.6 The 
defendant set up a counterclaim for malpractice. On a motion to dismiss on the 
ground that the alleged malpractice had occurred three years prior to the counter- 
claim, the court ruled that an independent action would be barred, but not where 
it appears that it arose out of one transaction, 

We must not overlook actions in malpractice wherein physicians or dentists 
render their services gratuitously to city institutions, and in such treatment of 
patients malpractice occurs. At common law a physician would be responsible for 
his own malpractice irrespective of having rendered his services without being 
paid for them. The General Municipal Law 50D and 50E holds the municipality 
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liable. The physicians and dentists are deemed to be the employees of the municipal 
corporation. In such cases all the statutory requirements may be strictly observed 
An action in malpractice must be commenced with a notice of claim and must be 
served on the physician as well as the City of New York within the 90-day period 
of its accrual. The complaint must contain an allegation that the number of required 
days has elapsed since the demand on which such action was founded was presented 
to the comptroller for adjustment and that he has neglected and refused to make 
such adjustment. The complaint must be served on the City of New York within 
one year of its accrual. Section 394A of the Administrative Code of the City of 
New York imposes a one-year statute of limitation with respect to personal injuries 
resulting from the city’s negligence.?:* The municipalities until recently were 
immune from liability for malpractice if committed by an intern, visiting physician, 
or dentist whose services were not gratuitously rendered. '* 

When a cause of action has been barred by the two-year statute of limitation, an 
aggrieved plaintiff can still obtain partial relief by suing strictly on a contractual 
basis. The complaint must be one of contract, and damages asked must be limited 
to those flowing from a breach of contract. Allegations that the defendant physician 
agreed to cure the plaintiff, but chat his negligent treatment prevented the cure, 
are a complaint for malpractice and negligence instead of contract. When the patient 
has paid a physician who had agreed to cure him, the patient may recover advances 
and expenditures necessitating medicines and nurses. 

Mr. H. commenced an action against Dr. B.* for breach of contract. The com 
plaint alleged that the plaintiff was suffering from duodenal ulcer and the defendant 
had agreed to perform a surgical operation for its removal, that the defendant failed 
and neglected to perform his part of the agreement, that he failed and neglected to 
remove the duodenal ulcer in permitting it to remain and instead removed the appen- 
dix, and that in consideration of this agreement the plaintiff paid to the physician 
the sum of $150.00. It was also alleged that the plaintiff suffered severe pain and 
mental anguish, spent considerable sums of money for medical and surgical treat 
ments, and was unable to attend to his vocation, all to his damage in the sum of 
$50,000.00. The question before the court was whether the complaint was for 
malpractice or for breach of contract. The lower court ruled that it was for breach 
of contract. It should be noted that there was no charge of lack of skill or negli- 
gence. There was a charge of improper performance of the work to the personal 
injury of the plaintiff. The higher court ruled that although the action was brought 
to enforce a contract obligation, it sought to recover damages for personal injury 
resulting from negligence. There was no other basis to the claim for damages 
The demand for $50,000.00 for pain and suffering was not suited to an action for 
breach of the alleged contract. The whole nature of the charge was for malpractice, 
which is barred by the statute of limitations. The omission of the allegation of 
lack of skill or negligence does not cure the complaint in a contract action 

Another problem in malpractice actions is the conscious or unconscious feeling 
of the court and jury against this type of suit. I have had judges tell me personally 
in chambers that they are opposed to any form of malpractice action. The jury for 
some unknown reason sympathizes with the accused physician and will favor his 
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version and accept his explanation despite the clear evidence of malpractice that 
may be produced by the plaintiff. The court will frequently dismiss a cause of 
action at the conclusion of the plaintiff's case where there is a question for the jury 
to decide. 

Let me cite a few cases. Mrs. C. arranged with Dr. S. to have a cataract removed 
from her eye.'” The physician not only failed to remove the cataract, but in the 
course of the operation he injured the patient's eye. When the defendant physician 
took the stand, he claimed that despite his care and skill the plaintiff moved during 
the course of the operation and thus received the injury to her eye. He admitted 
that he did not remove the cataract because of the plaintiff's failure to be at case 
during the course of the operation. The judge dismissed the plaintiff's cause ot 
action. The plaintiff appealed her case, and the higher court found that the plaineiff 
had made out a prima-facie case, that the plaintiff's moving was duc to the fact 
that the physician did not achieve complete anesthesia, that he began the opera- 
tion too soon, that when the plaintiff moved she did so because of the pain inflicted 
on her by the defendant; a new trial was ordered. . 

Another case reveals the actions of the court where a verdict was found in tavor 
of the plaintiff. Mr. B. consulted Dr. D.'' regarding a rectal condition. He was 
operated on. A needle broke while the incision was being sewed up. The physician 
did not mention the broken needle to the plaintiff. For 20 months the patient con- 
tinued under the defendant's care with an open and discharging wound, suffering 
severe pain and inconvenience. The slightest contact or touch in the area caused 
him excruciating pain. The defendant had at no time suggested that Mr. B. consult 
a specialist. The plaintiff finally became discouraged and visited a rectal specialist, 
who promptly effected a cure by a slight incision and the removal of the broken 
part of the needle. The plaintiff then brought a malpractice action against Dr. D. 
At the trial, the defendant claimed that he used the proper degree of skill and judg- 
ment and that he was not responsible for the bad result. The jury found tor the 
plaintiff; the higher court reversed the finding and ordered a new trial. The de- 
fendant’s evidence showed, without contradiction from the plaintiff, that even with 
the utmost care, surgical needles sometimes break. However, nothing was said 
about hiding the fact that the broken part of the needle was left embedded in the 
flesh of the plaintiff, which caused him constant and continual pain, annoyance and 
difficulty and necessitated 20 months of treatment. 

A similar case is that of Mr. B. who sued Dr. B.'* for having left a package of 
gauze and forceps in his abdomen. There was a verdict for the plaintiff, and a 
higher court set aside the jury's verdict and dismissed the action. The defendant 
physician, by his expert witness, proved that he had followed the proper and ap- 
proved practice in depending on the nurse to verify the number of sponges and 
forceps given to him and returned by him. The plaintiff was unable to rebut this 
evidence due to his inability to secure a physician to testify in his behalf. 

The last case I will cite involves an action against Dr. T., who was sued by his 
patient for having left a piece of gauze in the plaintiff's abdomen.'* The verdict 
was against the physician. He appealed and secured a reversal on the ground that 
plaintiff's exhibit “1,'’ which was the piece of gauze alleged to have been left in 
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the plaintiff's abdomen, was against the weight of evidence. Both the plaintiff 
and his wife swore that before the gauze was removed, his outer body was full ot 
pus and blood and that everything was saturated with pus and blood. They swore 
a new incision was made immediately prior to the removal of the exhibit from 
his abdomen. The exhibit was not shown to have any blood stains on it I per- 
sonally wonder whether the exhibit was washed before it was brought to court 
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Course in Principles and Practice of Geriatric Rehabilitation 


A two-week course in principles and practice of geriatric rehabilitation, to be 
held April 6 17, was recently announced by the Department of Physical Medicine 
and Rehabilitation, New York Medical College-Metropolitan Hospital Center, The 
course will be held at Bird S$. Coler Hospital, New York City. Intended for regus- 
tered nurses, occupational therapists, physical therapists, and social workers, the 
course is planned to provide intensified training in the rehabilitation care of the 
elderly chronically ill patient and will offer a comprehensive and practical presen- 
tation of such care in hospital, home, old age home, and nursing home. It will 
consist of lectures, seminars, clinical demonstrations, and practice workshops. The 
teaching staff includes members of the faculty and professional staff of the Medical 
Center 

Applications will be accepted from registered nurses, physical therapists, occu- 
pational therapists, and graduate social workers. Applications must be submitted 
by February 2. Enrollment will be limited. A tuition fee of $100.00 will be charged 
for the course. Those interested should contact Dr. Jerome S. Tobis, Director, De- 
partment of Physical Medicine and Rehabilitation, New York Medical College, | 


East 105th Street, New York 29, New York 
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A Cure for Physician-Lawyer Frictions 


Howard L.. Oleck 


AMISTANT DEAN AND PROFPISOR OF LAW, CLEVELAND-MARSHALL LAW SCHOOL, 
MEMBER, OHIO AND NEW YORK BAR ASSOCIATIONS 
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The ominous breach between the two great callings -medicine and law grows 
wider every day, and bitterness between the two great professions grows more 
ominous daily. 

There is no need to recapitulate all the grievances of cach profession against the 
other. They are far too well known already. Yet it is ironic how the grievances 
of each one balances out those of the other. For the lawyers’ complaints of phy- 
sicians’ refusals to testify, there are the physicians’ complaints of some lawyers’ 
sadistic cross-examinations. For the physicians’ complaints of mounting mal- 
practice suits, there are the lawyers’ complaints of some physicians’ arrogant claims 
of privilege not to be questioned by nonphysicians. 

There is little point in ticking off all the grievances of cach profession. Much 
more useful would be an objective itemization of what cach profession properly 
wants of the other, and what can be done to attain these wants. The irony of the 
situation is that the physicians generally do not want to belittle the lawyers, nor 
do the lawyers generally want to belittle physicians, but many physicians now 
believe that lawyers generally are hostile to them, and vice versa. 

This belief, erroneous though it may be, is the source of most of the friction, It 
should not be so, but it is. Nor is it wise for either to shrug off the error by demand- 
ing that the others correct their own misconception, It is far wiser and more gener- 
ous to try to help to correct it. A spirit of mutual respect and helpfulness is essential 
for reconciliation of the brother professions. When 75 per cent of cases on court 
calendars involve personal injury claims as is true today the nation is entitled 
to demand that physicians and lawyers work harmoniously to achieve justice 

What, then, are the major subjects of friction between the professions, and what 
can be done about them? 


MALPRACTICE SUITS 


High on the list of physicians’ grievances is the mounting tide of medical mal- 
practice actions now being brought. When | of every 15 physicians is now being 
sued for malpractice (as is reported in the Los Angeles area), no wonder that the 
physicians view lawyers with fear and resentment! And when only § per cent of 
these actions are successful on trial, whereas some money is collected by settlement 
in more than 50 per cent of the cases, the physicians’ anger is casy to understand. 

Most physicians admit, without argument, that medicine is as much an art as 
a science. They admit that there are conflicting schools of thought on many medical 
matters. They do not pretend to be infallible. They readily acknowledge that 
they sometimes must work "by guess and by God."’ They do not deny that phy- 
sicians who are culpably deficient in skill or in care should be held accountable. 
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The vast majority of them are heartsick when their efforts fail and when a patient 
is hurt rather than helped by their ministrations. 

If they have been portrayed as ‘infallible demigods'’ by imaginatively emotional 
writers, sensation mongers, Movie scenarios, or even the A.M.A. public relations 
men, it is not the fault of the dedicated, hard-working practitioner. If laymen 
unthinkingly believe every rapturous newspaper story of “miracle drugs’ and 
science fiction cures, the physicians themselves are the first to protest the misleading 
“reports."’ It is unfair to seize on every complaint of every misguided patient who 
expected a miracle and did not get it. 

By no means does this suggest that actual malpractice should be condoned. It 
suggests only that lawyers should view with reasonable doubt many of the hys- 
terical complaints against physicians, just as they are cautious about accusations 
of malpractice on the part of a lawyer. As it is now, there are many “attacks” 
on physicians made or aided by lawyers, from the viewpoint of the medical pro- 
fession; while “‘attacks’’ by physicians on lawyers are relatively rare, from any 
viewpoint, 

Both lawyers and physicians feel ‘two strikes against them” in the very making 
of any charge of professional malpractice hence the high percentage of settlement 
of medical malpractice claims, as compared with the low percentage of judgments 
Professional courtesy, in or between professions, ts not an aristocratic gentlemen's 
It is an integral part of the highly selective 


agreement at the public's expense. 
It means that, prima facie, the 


process of qualification for professional status. 
professional word or opinion of a physician or a lawyer should be taken at face value, 
over a hot-tempered or malicious accusation of a disgruntled layman. And if this 
is undemocratic, aristocratic thinking, | refuse to withdraw it. Too long, in this 
country, have we valued the opinion of just anyone, on matters requiring special 
training and skill, as equal to that of the professional man, 

The vast majority of medical malpractice cases would evaporate if lawyers would 
view them critically rather than hopefully. A few telephone calls, seeking objec 
tive truth rather than helpful evidence, would dispose of many such claims. To 
view every claim as prima facie valid (a “‘case,’’ with the probability of settlement 
is a perversion of the lawyer's function. He ts an officer of the 


of any such “‘case"’ 
to repeat the well-known phrase that 


court, as well as an advocate for his client 
so often receives lip service. 

What I am saying is nothing less than this: It ts the duty of the lawyer to dis 
courage malpractice suits generally, except where they are reasonably well founded, 
not merely out of courtesy to physicians, but as a matter of duty to the law, the 
courts, the legal profession, and to society. 

To cite only one fairly certain result of such a general professional policy, we 
can be sure that the physicians themselves will be far readier to help prosecute 
valid malpractice claims when they know that lawyers will press such claims only 
in proper cases. 


WILPENESSES 


PHYSICIANS AS EXPERT 


High on the list of lawyers’ grievances is the difficulty of obtaining high caliber 
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physicians as expert medical witnesses. Especially in cases charging medical mal- 
practice, the reluctance of physicians to testify against each other has often been 
excoriated (frequently called “‘a conspiracy of silence’’) even by the courts —by 
judges who certainly are fair and objective in their views. In fact, the physicians 
freely admit this reluctance and point to the sharp disapproval of such testimony 
by the medical societies as a major reason. 

To some extent this reluctance is natural. Few men enjoy attacking a member 
of their own profession. Whenever a man does so, to some extent he is undermining 
his own status 

The same difhiculty applies, to a lesser extent, when physicians are asked to testify 
as expert witnesses for one side or the other in a case involving personal injury. 
Inevitably, this battle of experts tends to impugn the knowledge and ability of 
whichever physician is on the losing side. The fact that there may be two schools 
of thought, or different techniques applicable to the particular injury, is small 
consolation to the ‘losing’ physician. In the eyes of the community, or at least 
of the jury, he feels implicit in the verdict a finding of deficiency on his own part 
Closely connected with the same problem is the problem of expert witness fees. 
The physician naturally dislikes having his expert witness fees set by nonphysicians, 
as often is the case. He values his own time and knowledge highly, as well he should 
after spending perhaps half his life in merely qualifying as an expert. But the lawyer, 
with a desolate or impecunious client at his shoulder, and with his own pride of 
status to consider, bridles at the demand of perhaps hundreds of dollars for a few 
minutes of opinion evidence 

Then the final indignity, from the physician's point of view, is the searching, and 
often devastating, cross-examination of his opinions and professional knowledge. 

This last, more than most physicians will admit, is a source of very real fear. 
It is a rare case in which the lawyer cannot find some material in the medical litera- 
ture with which to cast some doubt on a medical expert's opinion. Often it is 
easy to find conflicting theories, in medical treatises, on many medical subjects 
The physician-witness is almost sure to be faced with contrary opinions of medical 
treatises, for example, in almost any case. Unaccustomed to legal debate, faced by 
a determined and skillful advocate, and spotlighted in the witness stand, it is a 
rare physician who cannot be confused and harried into perspiring discomfort in a 
courtroom. No wonder that most physicians dislike the task! 

A physician with a cultivated courtroom manner (a good testifier) may casily 
carry the jury, despite the adverse testimony of another physician with greater 
knowledge and integrity but with a less awe-inspiring courtroom manner. The 
adversary system of medical expert testimony makes the lawyer more interested in 
good testifiers than in good physicians. 

In the physician's natural habitat the hospital surrounded by nurses, orderlies, 
and other hospital personnel sworn to unquestioning obedience, and with a patient 
desperately cager to believe in everything he says, the physician is a lord. It is a 
heady wine of subservience that he drinks, in his hospital. What an unpleasant 
contrast is the critical, doubtful, contrary attitude of an opposing lawyer, in the 
lawyer's natural habitat — the courtroom! 
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That is the inherent nature of the situation of the physician as a witness, Surely 
it calls for courteous restraint and sympathy from the lawyer, not gleerul attack on 
an already unhappy witness. The lawyer can and must do his professional duty as 
an advocate, when it requires the breaking down of the testimony of an adverse 
expert witness, but this can be done without rubbing sale into wounds that must 
be opened. It can be done without sadistic pleasure in the physician's discomfiture. 

I can testify, from my own experience, that physicians performing their duties 
on lawyer-patients certainly are especially considerate and courteous. The lawyers 
must do no less in extending courteous consideration to physicians on whom they 


must perform their duties. 


OTHER GRIEVANCES 


It is not my purpose to catalogue all the sources of friction between the two pro- 
fessions. Unhappily, they are already too well known to both. 

The purpose of this paper is to present constructive suggestions to suggest a 
cure— rather than to exacerbate the ills. 

Then let us consider what can and should be done. It is surprisingly simple, 


in fact. 


A CURE 


One situation exists in the medical profession, a situation fully appreciated by 
few lawyers, that suggests a simple and effective cure for the problem. This concerns 
the retired, elderly, but very able hospital staff physicians, of whom there are more 
than cnough to serve all the needs of the courts and the legal profession 

In every major city in the United States there is at least one hospital medical 
center in almost every city, for that matter. Its staff department heads usually 
are the best physicians in the area in their respective specialties. And usually these 
top medical men retire (or are retired ) from full-scale practice, completely or partially, 
when they reach their sixties. In fact, this is a real human relations problem in 
many cases. Skilled specialists, at the peak of their medical powers and knowledge, 
but with hands and eyes not so sure as they used to be, are retired from full-scale 


practice, often against their will. 

These emeritus medical leaders, usually financially secure, still keenly interested 
and alert, often are more than willing to do useful work. They have the status, 
they have the time, they have the will, and they have the knowledge that lawyers 
need in medical expert witnesses. Incidentally, too, they normally are the dominant 
figures in the medical societies. Their neglect by the legal profession, to date, has 
been a great waste. Few practicing lawyers know any of them or, knowing them, 
think to call them when medical experts are needed. Only some defense lawyers, 
ordinarily, seem to call these elder statesmen of medicine, and then, only occasionally 

They are the answer to the problem. 

There is one other fact that lawyers must acknowledge before they rightfully 
can demand full cooperation from the medical profession. That is the fact thac 
many medicolegal and other technical problems are simply beyond the grasp ot 
most jurors. 
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In their hearts, many trial lawyers know this. They know that all too often, in 
a complex medicolegal case, the jurors hardly know what the expert medical testi- 
mony really means. It simply is too technical and too complex for them. They 
reach a verdict because they must, on the medicolegal nature of an injury, with 
only a foggy notion of what the thing is all about. Many a lawyer with some 
experience in medicolegal matters feels the same uncertainty in many a Case. 

I would be the last to advocate elimination of the right to trial by jury. But it 
cannot honestly be doubted that many technical matters are simply too complex 
for sound decision by layman clerks, salesmen, or housewives. The question of 
medical probability of causation, for example, often finds both physicians and 
lawyers quite uncertain and confused. In such cases a jury verdict comes very close 
to decision “' by tossing a coin’’ or by the emotional influence of “' pathetic injuries” 
or of a ‘‘soul-less corporation."’ No morally honest lawyer can properly desire such 
a result, and that is the result far too often. 

Yet, the physicians’ repeated suggestions for wider use of impartial medical 
expert boards, to serve as finders of technical facts are bitterly opposed by some 
lawyers. Nor does the fact of successful use of such boards in pretrial (e.g., for five 
years in New York City, Baltimore, and elsewhere) remove this opposition. Quite 
the contrary, some lawyers scornfully say that such boards only serve to add a third 
expert opinion to the two already obtained by plaintiff and defendant. Ignored 
in this argument is the overwhelming probative weight of a finding by impartial 
experts, as compared with findings of hired experts. 

If a court is acknowledged to have power to appoint special masters or examiners 
to make findings in complex problems, or to take away from a jury such involved 


problems as financial accountings, why should it not do the same with complex 
medicolegal problems! The court can and should do so, in proper cases. 

The courts probably will have to adopt these rules. It seems clear that most 
bar associations now are so fragmented, and so dominated by hidebound politician- 


lawyers, that little prompt action can be hoped for from them. 

Why not, for example, have court rules permitting the referral of complex medico- 
legal findings-of-fact to impartial medical boards of emeritus physicians? Questions 
of liability, of course, must remain in the courts. Why not, at the same time, pre- 
serve the jury system by confining individual party rights to cross-examination to 
one trial witness representative of the impartial medical board? Thus the benefit 
of objective expert testimony can be had, while the basic right to jury trial is pre- 
served. This means elimination of both plaintiffs’ and defendants’ hired experts. 
It means use of one technical report, from one disinterested source. 

The courts can readily obtain the cooperation of the emeritus physicians con- 
nected with recognized hospital and clinic centers. It will take little pressure to 
have the hospitals set up boards of specialist emeritus physicians to examine injured 
plaintiffs and make objective reports and prognoses. Similar requests from indi- 
vidual lawyers receive cool receptions, and such requests from local bar associations 
seem to result only in bickering, politicking, and futility. 

Recently, for example, in Cleveland, one bar association and the medical society 
agreed to cooperate in forming and using impartial medical expert boards. Promptly, 
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the other Cleveland bar association and some plaintiffs’ lawyers rose in opposition, 
with the result that there was no constructive action. 

A year ago, addressing hundreds of members of the National Association of 
Claimants’ Compensation Attorneys at the annual Belli Seminar, in New York, | 
tried to point out some reforms in negligence practice that should be made by lawyers’ 
associations themselves.* These were suggestions often made, in bits and picces, 
by many lawyers in many parts of the country. They were not a personal exposition 
of personal holicr-than-thou thoughts. Such leaders of the bar as Belli of California, 
Spangenburg of Ohio, and Averbach of New York supported my suggestions. How- 
ever, a very small but very vociferous minority of plaintiffs’ lawyers very nearly 
shouted me down, to the indignation of most of the N.A.C.C.A. men present, tt 
must be added. But the lesson was plain. A few obstreperous opponents can easily 
block self-corrective action by a lawyers’ organization. The more public-spirited 
men are too busy, too dainty, or too disgusted to fight off the carpers and self-servers 
The shocking wholesale indictments for ambulance chasing that began in Brooklyn, 
New York, in late June, 1958, were the grim answer to those who succeeded in 
blocking self-reforms last year. Fourteen lawyers, cight physicians, three insurance 
company adjusters, and 11 others were presented for indictment and or disciplinary 
proceedings in only the first day of that sordid series of prosecutions, in a single 
county! How long can such spectacles be tolerated! 

In medical society professional self-discipline, also, the same inertia is plainly 
apparent. Physicians generally refuse to get involved in debates, committee con 
ferences, and arguments, much as they may favor action to improve discipline and 
interprofessional relations pro bono publico. Here too, the hidebound physician 
politicians take control, again by default. 

It seems to be up to the courts, unless the bar associations act soon. If the courts 
cannot or will not correct the situation, then the people will the people, repre 
sented by politicians scornful of both the bar associations and the medical societies 

Perhaps the late Arthur Vanderbilt was right when he said that ultimately all 
important court reforms come when the people, fed up with bar association wrangling, 
take matters into their own hands more accurately, into the hands of politicians 
who are professionals in politics, not in law or medicine 

The problems of medical-legal professional relations, of clogged court calendars, 
of unbridled selfishness in a few professional men sworn to public service obviously 
are near the point of violent public reaction, against both professions 

There is still time for the lawyers, supposedly the leaders of public opinion and 
action, to speed the process of necessary reorganization. No profession has a right 
to claim a vested interest in“’ things as they are,’ at the expense of the public welfare 

I, for one, know enough physicians and enough about physicians to be sure that 
the medical profession will cooperate wholeheartedly, if the lawyers (on whom the 
burden of court and public progress properly rests) will lead the way with courtesy, 
consideration, and good will. 


* Oreck, H. L.: Reforms needed in negligence practice, Cleveland-Marshall Law Rev. 6388, 1957, 1957 
Trial and Tort Trends, pp. 136-162 
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CONCLUSION 


A committee of bar association ‘elder statesmen,’ from N.A.C.C.A., cooperating 
with a like committee from the major insurance lawyers association, should approach 
the American Medical Association and suggest appointment of a national com- 
mittee of physicians and lawyers, to establish mutually approved policies and 
procedures. Failing action by the most affected personal injury bar associations, 
the American Bar Association might be the logical moving force. It already has 
recommended (in 1957) the adoption of the impartial medical expert system used 
in New York City and Baltimore, but has not managed to effectuate the idea. Either 
way, the plans for establishing principles of participation should be based on full 
use of the retired and semiretired medical experts, whose services have so long been 
neglected. Elaboration of the plans thereafter to the state and local hospital or 
city level of active procedure must be pressed promptly. Whether these procedures 
shall be based on simply interprofessional agreements, or on court adoption of rules 
suggested, should be a matter of local preference. 

The same approach might well be applied to relations between the bar and the 
profession of engineering and other professions. Lacking such public-spirited 
action by the bar and by medical societies, it will be interesting to see what happens 
to professions that lose their sense of public mission. 
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@) INTERNATIONAL CLINICAL NEWSLETTER 


CANCER SKIN TEST. Polysaccharide antigens from carcino- 
matous tissues and polysaccharide-antibody complexes are 
injected intradermally in a skin test for cancer reported at 
the last meeting of the American Public Health Association; 
thus antibodies and autoantibodies are detected. In carci- 
noma patients, all the cases were positive when the tumor 
was localized, 85 per cent were positive when the tumor 

had reached a stage of extension, 60 per cent when carci- 
nomas had metastasized to distant areas. The technique 

was discovered by Dr. Jack G. Makari (Muhlenberg Hospital, 
Plainfield, N. J.). 


CARDIAC MONITOR. A cardiac monitor that relays by audible 
"beep" the functioning of the heart of a patient undergoing 
surgery was reported by Dr. William F. Veling, Grace Hos- 
pital, Detroit (J. A. M. A., Oct. 11, 1958). The device, 
which weighs less than 6 oz., can be strapped to the arm 

of the patient and eliminates the long, complicated electri- 
cal wiring needed with present monitors. The audible re- 
corder also frees the eyes and hands of those assisting in 
the operating room. 


CHORIONIC GONADOTROPIN. Chorionic gonadotropin (Follutein, 
Squibb), administered to 32 sexually immature, mentally 
defective boys, 9 to 16 years old, caused physical and 
mental improvement, it was reported to a meeting of the 
Eastern State Psychiatric Association. Treatment, continued 
for at least three months, led to increase in size of 
genitals, increase in weight and height, and 15 per cent 
advance in standard I.Q. score. 


ROENTGEN THERAPY FOR REGIONAL ENTERITIS. Fifty of 100 
patients with regional enteritis returned to normal after 

3 doses of roentgen therapy of 150 r each, reported 

Dr. J. Arnold Bargen to the Midwest Regional Meeting of the 
American College of Physicians. The roentgen therapy was 
delivered to one of four abdominal portal areas on suc- 
cessive days, once a month for three months. Roentgen 
therapy, he said, is particularly indicated in cases of mild 
enteritis with no obstruction, after recurrent resections, 
and where a very large area of intestine is involved. 

There have been no recurrences among patients who had both 
roentgen therapy and secondary resections in his studies. 
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TREATMENT OF HYPERLIPEMIA. Administration of sublingual 
heparin (Clarin, Thos. Leeming, New York City)caused a 
significant clearing of postprandial* lipemic serum in a 
group of 34 subjects (Angiology 9:3511-315, 1958). In the 
dosages employed (1000 to 2000 I.U.), no effects were 
observed on the blood-clotting mechanism. 


BOVINE EMBRYO SKIN FOR BURNS. Use of bovine embryo skin as 
a temporary dressing for burns has given promising results 
(RN, Sept., 1958). Preliminary studies indicate that the 
new technique produces no unfavorable allergic reaction, 
causes little or no contraction or scarring of healed skin, 
and minimizes nursing and medical follow-up care since the 
dressing can be left in place about eight days. The dress- 
ing appears to stimulate tissue growth and to enhance 

wound healing. 


INCUBATOR INNOVATION. Incubators that provide automatic, 
instantaneous temperature control in response to the in- 

fant's changing heat requirements have been successfully 

tested at Babies Hospital, Columbia-Presbyterian Medical 

Center, New York City. The incubators are equipped with 

radiant heat lamps activated by small temperature-sensing 
elements attached to the baby's abdomen; through feedback 
controls, the heat source automatically switches off when 
the temperature of the abdominal wall rises above 97 F. 


ANALGESIC RELAXANTS. Intended to relieve the pain, stiff- 
ness, and limitation of motion in skeletal muscle spasm is a 
combination of chlorzoxazone (Paraflex, McNeil) and the 
analgesic acetaminophen (Tylenol), marketed as Parafon. 

Also introduced by the same company is Parafon with pred- 
nisolone for anti-inflammatory use. 


DIABETES MELLITUS IN INFANT. Diabetes mellitus occurring in 
a l-month-old infant was described recently (J. Pediat. 
53:227, 1958). The patient displayed all the classic signs 
of diabetes—-voracious appetite, polydypsia, failure to 

gain weight, and dehydration——but diagnosis was delayed 
because the possibility of the disease in so young an 

infant was not considered. 


NEW TEST FOR PHENYLKETONURIA. A new test for phenylketo- 
nuria depends on the reaction of ferric ions with phenyl- 
pyruvic acid. The reagents are first incorporated into a 
cellulose strip, then either dipped in the infant's urine 
or pressed against a wet diaper, to obtain a colorimetric 
reaction. Described as "more sensitive and specific" than 
conventional procedures, the new method was outlined by 

Drs. Chauncey 0. Rupe and Alfred H. Free (Elkhart, Ind.) 

at the meeting of the American Chemical Society. 
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Preliminary Report: Prednisolone in an Aerosol 
Spray 


Eugene L. Boditan, M.D. 


WILLISTON PARK, N. Y. 


Prednisolone in topical form has proved to be a valuable adjunct in the therapy 
of many types of dermatoses. It has been incorporated in several creams and oint 
ments and is now available as a spray, Meti-Derm acrosol.* Prednisolone, 50 mg., 
is formulated with freon and 3.5 per cent isopropyl myristate to overcome the drying 
effect of the freon. 


METHOD 


We wished to compare the efhicacy of this new preparation with that of a standard 
ointment containing an equivalent amount of prednisolone. Ninety-five patients 
with various dermatoses (table 1) were treated for a period of 10 months. They 
were instructed to spray the affected areas for two seconds at a distance of 6 inches 
from the lesion, thus delivering about 0.5 mg. prednisolone at each of two or three 
daily applications. Whenever possible, the contralateral areas were treated with 
the conventional ointment in equivalent dosage. Eroded areas and acute suppura 
tive lesions were treated as well as intact epidermis. Patients were seen weekly 
Concomitant therapy such as compresses was used when indicated. 


RESULTS 


The aerosol was at least as effective as 


rhe results are summarized in table | 
the ointment in the patients with atopic dermatitis; all patients, and children in 
particular, responded very well. The response in patients with contact dermatitis 
was excellent, as would be expected. In nummular eczema, the response was the 
same as that obtained with the prednisolone ointment, and pine tar preparations 
were superior. There was some response in patients with dyshidrotic eczema, which 
was surprising. Probably the novelty of the treatment was beneficial since these 


patients also react to suggestion 

There was no response in acne vulgaris and none in psoriasis. The scalp lesions 
in a psoriatic patient improved with heavy doses of the aerosol but this was probably 
due to the freezing effect, since this patient later responded to pure freon. 

In pruritis ani, the spray provided excellent relief; it was as effective as the oint- 
ment, and more comfortable. In lichen simplex chronicus, where lesions were 
thick, torpid, and of long duration, the patient was instructed to use the spray for 
at least five seconds at cach application and to massage the area gently. All other 
lesions were treated as described previously. Only 3 patients failed to show marked 


improvement. 


* The trade name ot Schering Corp. for prednisolone in an acrosol spray is Meti-Derm aerosol, Clinical 
research supplies of the acrosol were received from G, Kenneth Hawkins, M.D., of the Division of Clinical 
Research, Schering Corp., Bloomfield. N. J. 


TABLE | 


Results with Prednisolone Aerosol 


Response 
Number of - 
Indication paticnts Excellent Good Fair None 


dormant 

Contact dermatitis 
Nummular eczema 
Dyshidrotic eczema of hands 
Psoriasis 

Acne vulgaris 

Pruritus ani 

Lichen simplex chronicus 
Seborrheic dermatitis 

Stasis dermatitis 


Lichen planus 


Total 5 2 ll 
8.4% 11.6%) 


The ksions of seborrheic dermatitis cleared promptly under therapy but recurred 
when medication was stopped. In stasis dermatitis, pruritis was relieved, but this 
condition was not really controlled until the underlying causes were treated. There 
was no response in lichen planus 

There were no side effects of Meti-Derm acrosol therapy and no indication of an 
allergic eczemavous contact dermatitis resulting from the spray. 

All patients liked the aerosol and commented on the case of application. This 


is a particular advantage in treating children. Business people noted that the prepara- 
tion could be applied to the face without producing an embarrassing greasy effect 
Many patients said that the cooling effect was extremely soothing and afforded 
marked relief of pruritus. Some patients thought the acrosol was too drying. 


SUMMARY 


Prednisolone acrosol, containing prednisolone, was used in 95 patients with 
dermatoses. It was markedly cflective in certain conditions and produced no dele- 
terious effects in any patient. This vehicle of therapy has certain advantages over 
standard creams and ointments, most notably case of application 


January 1959 INTERNATIONAL RECORD OF MEDICINE 


' 
é — 
- 
i 1) 6 
5 
4 
4 
6 6 
+ ] 
‘4 5 
5 
. 
: 
, 
= 
AB 
: 
| 28 


The Search for Tranquillity’ 


Winfred Overbolser, M.D., Sc.D., LHD. 


ELIZABETHS HOSPITAL, PROFESSOR OF PSYCHIATRY, GhORGH 


SUPERINTENDENT, ST. 
WASHINGTON UNIVERSITY SCHOOL OF MEDICINE, FORMER MODERATOR, 


AMERICAN UNITARIAN ASSOCIATION 


WASHINGTON, 


The search for tranquillity is as old as philosophy itself. In che Buddhist religion, 
for example, the highest goal of perfection is nirvana, the cessation of desire, of hate, 
and of mental confusion, possibly attainable in this life but coming to full fruition 
only atdeath. A not dissimilar aim was found among some of the Greek philosophers. 
Zeno the Stoic, for instance, advocated apatheia, a philosophical indifference, as 
the only reasonable attitude toward a life in which the struggle for existence is so 
unfairly doomed to inevitable defeat. One of Zeno’s contemporaries, Epicurus, the 
founder of the Epicurean school of philosophy, advocated ataraxia, a state of tran- 
quillity, equanimity, and repose of mind not far removed from Zeno's apathy. 

Not only were philosophical attitudes advocated as refuges from the slings and 
arrows of outrageous fortune; various drugs as well were used to bring about a state 
of at least supposed tranquillity. Of these, alcohol is undoubtedly the oldest, a 
drug that was familiar in the time of Noah and of Lot and that, for better or worse, 
is still with us. The results of attempts to achieve tranquillity by this means are 
all too familiar in the statistics of drunkenness. Opium came along later, and in 
Shakespeare's day, the mandrake or mandragora was recommended as a soporific. 
In our own time we are familiar with the barbiturates, which recently have been 
overshadowed by the so-called ataractic drugs, which derive their name from Epicurus'’ 
old term. The ataraxics have proved invaluable in the care of patients in mental 
hospitals and very useful in certain neurotic states. That they are in common use 
among the general public as well is to put it mildly. Although they have been 
readily available on physician's prescription only since about 1955, the figures for 
the year 1957 indicate that the sales by the drug manufacturers, that is, at wholesale 
prices, have amounted to very nearly $200,000,000. Certainly the road to Miltown™ 
seems to be well traveled! 

We need not confine ourselves entirely to the consideration of drugs, however. 
Books with such titles as Peace of Mind and Peace of Soul have broken sales records, 
and the avidity with which the public reads the various syndicated religious columns 
and other “soothing sirups’’ indicates the need that many people feel for some sort 
of relief, real or artificial, from the anxieties and troubles of the world 

The ataractic drugs are said to allay anxiety, a word of which we have heard 
much since Freud began his writing. Freud, indeed, referred to anxiety as the crucial 
probiem of emotional and behavioral disorders. Indeed, going even further, Wil- 
loughby, a psychologist, stated: *’ Anxiety is the most prominent mental character 
istic of Occidental civilization.” 


* Sermon delivered at All Souls Church (Unitarian), Washington, D. C., June 8, 1958. Published in 
the Journal of Pastoral Care 12:205, 1958 


| 


Much has been written on anxiety, and time does not permit any extended discussion 
Anxiety is basic to the neuroses and many psychoses, but we should bear in mind that 
it is universal and that much of it is normal. Rollo May summarized normal anxiety 
as not being disproportionate to the objective threat, not involving repression or 
other mechanisms of internal conflict, and not requiring neurotic defense mechanisms 
for its management. Such anxiety can be met by constructive development and by 
increased employment of the person's own courage and powers. Horney, indeed, 
looked on anxiety as a dynamic force, which drives toward certain goals. Although 
anxiety has always been with us, there has been much speculation as to the meaning 
of the astounding upsurge of the use of anxicty-allaying drugs, this attempt to bring 
about alataxia or even apathera. 

The existence of causes for fear and anxiety is inherent in human nature and in 
Externally we have many threats in this atomic and interplanetary 


human society 
Internally we have various economic 


age, threats of possible wholesale destruction, 
uncertainties and the widespread demand for conformity, this latter being a potent 
source of anxiety. Fortunately, the worst of the ‘witch hunting’ seems to have 
settled down, but there are still threats to free speech and to noncontormity, which 
are disturbing; some of the objectionable features of the government's security pro- 
gram still remain. Juvenile delinquency attracts much attention, and this, together 
with numerous other uncertainties, seems to be some explanation for the prevalent 
anxiety and its "remedies." 

We cannot fail to note that a substantial number of persons succumb to the stresses 


Our mental institutions are still crowded, and many persons seck 


of modern living 
More 


psychiatric attention for various neuroses in physicians’ offices and 1n clinics. 
persons are living to a more vulnerable age, and this, too, is a factor in the apparently 
increasing number of failures of adjustment to the demands of living. It 1s not my 
intention, however, to invite your attention to the failures of adjustment of persons 
who may be termed neurotic”’ or “psychotic.” 

I would rather speak of that large segment of the population who may be considered 
reasonably mature emotionally, the people who are doing the day-to-day work ot 
the world and who are trying to make it a better place in which to live. As to them 
I venture the query, ‘Is there such a thing as too much tranquillity? Can we become 
too tranquil, too much devotees of ataraxia and of equanimity, seekers of (to quote 
Webster's Dictionary) ‘calmness, untroubled by mental or emotional excitation, 
imperturbability'?"’ I offer an answer to this query, and that answer is in the af- 
firmative. There is such a thing as too intense and too widespread tranquillity 
Indeed, | wonder whether in the long run there is not more danger in a thoroughly 
tranquilized world than in a world in which the spur of anxiety does exist! 

Life itself is a constant process of adjustment. Samuel Butler, in his novel The 
Way of All Flesh, sammarized this truth in these words, 

All our lives long we are engaged in the process of accommodating our changed and un- 
changed selves to changed and unchanged surroundings; living, ir fact, is nothing else than 
this process of accommodation; when we fail in it a little we are stupid, when we fail flagrantly 
we are mad, when we suspend it temporarily we sleep, when we give up the attempt altogether 


we dic A life will be successful or not according as the power of accommodation is equal to 


or unequal to the strain of fusing and adjusting internal and external changes. 
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Every individual is unique; no two persons are alike in all respects. The individual 
is a product of many factors, such as heredity, his constitution, his carly experiences, 
his relations with his parents and schoolmates, his absorption from significant 
persons as he is developing of ideals of conduct and attitudes toward others. His 
physical health as well as his native intelligence and his emotional balance are all 
important. No two persons are subjected to exactly the same situations, and those 
situations to which everyone is subject are constantly changing. Thus, it is inevitable 
that there should be many different types of reaction to essentially similar situations. 
There is always conflict in anyone's life, there is always stress; a compromise must 
often be struck between desires and what the situation permits. How the problems 
of living are met depends on what we refer to collectively as maturity, on the concept 
of the individual and his relation to others and to the universe. 

Much has been written on this concept of maturity. Dr. Harry Overstreet and his 
wife, Bonaro, have written several volumes on the topic, which can be heartily 
commended to the reader. It is not a simple matter to set up what might be termed 
a ‘‘decalogue’’ or the commandments of mature living. There are, however, a few 
points that may be mentioned briefly 

The mature person will use his skills effectively and with enthusiasm, he will 
work to do something worth while; he will cooperate with others and work in an 
organization. He will accept frustration and failure, using them as spurs, not as 
defeats. He will stick to his job even if it is difficult and will accept responsibility 
He will confront anxiety-creating situations and move through them rather than 
evading them. He will be self-reliant, or as Crichton-Miller put it, “He will have 
enough feeling of self-mastery to maintain an adequate independence of circumstance 
and environment."’ He will show a devotion to something beyond himself. Finally, 
he will be tolerant of his fellow man and will accept the fact that there are reciprocal 
obligations and that he has duties as well as rights with relation to his fellow man 

Such are some of the desiderata of maturity. There are two of these criteria that 
I should like to emphasize in connection with our theme, One of these is self-reliance, 
that independence of circumstance and environment that Crichton-Miller mentioned 
As Emerson pointed out, ‘One of the frequent corollaries, almost indeed an essential 
corollary of self-reliance, is non-conformity."’ In these days when there is so much 
emphasis on conformity, it is well to remember that the great advances of the world, 
whether in political theory, in economics, in invention and science, or in social 
welfare, have been made by the nonconformists of the world One thinks, for example, 
of Socrates, of Jesus, Se. Francis, Galileo, Servetus, Martin Luther, Joseph Priestley, 
Dorothea Lynde Dix, and that modern saint who happily is still with us, Albert 
Schweitzer. These are only a few of the great noncontormists of history. All had 
a high realization of their duty to others and to God, and the world is better for 
their having lived. They had principles; they dared to express those principles and 
to act on them. They were far from tranquil souls; rather they were courageous 
fighters for what they thought was right. 

The other phase of social maturity of which I should like to speak briefly is that 
of duty and obligation to others, a social ethic. The recent contributions of anthro 
pology and of sociology to psychiatry have emphasized the vital importance of 
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human contact and of human interdependence. Indeed, we may almost say that the 
criterion of sanity is the ability to get along, not only with one’s self but with others. 
In this connection I may note in passing that some interesting work has been done 
at the National Institute of Mental Health by Dr. John Lilly, demonstrating what 
devastating effects on the human being's mental operation are brought about by 
a deprivation of contact with the environment and with other persons. This recogni- 
tion of mutual interdependence was expressed many centuries before Jesus, in Israel 
by Amos and Isaiah, and in Persia by Zarathustra. 
Dr. Albert Schweitzer said, 
These pronouncements mark the great turning point in the spiritual history of mankind 

They rise one and all... . to the perception that the ethical consists not in submission to 

traditional national customs but in the active devotion of individuals to their fellowmen 

or to aims which should produce an improvement of social conditions. In this great revolution 

begins the spiritual humanizing of mankind and with that the civilization which is capable 

of the highest development. . .. However much it struggles against it, ethics arrives at the 

religion of Jesus, It must recognize that it can discern no other relationship to other beings as 


full of sense as the relationship of love 


Indeed, the golden rule is not only the highest expression of the ethical relation ot 
man to man; from the point of view of psychiatry, it agrees thoroughly with what 
we know of mental processes and is indeed one of the soundest of formulas for mental 
health. “‘Nature compels us,"’ said Schweitzer, “‘to recognize the fact of mutual 
dependence, cach life necessarily helping the other lives which are linked to tt 
In the very fibers of our being we bear within ourselves the fact of the solidarity 
of life.’ And may we add as Christians and as Unitarians that we believe that in 
serving our fellow man, who is like ourselves a child of God, we are rendering the 
greatest possible service and reverence to God. It goes without saying that a realiza 
tion of our duty to others and to God depends on our sensitivity to the needs of others 
Here again, an excess of tranquillity interferes with that recognition. Tranquillity 
can mean callousness to the needs of others; certainly that we do not wish. 

Let us not then resort to ataractic pills, to alcohol, to philosophies of nirvana 
Life is a struggle and always will be if any accomplishment ts to be expected, any 
improvement in the welfare of man. Anxiety may and should be used constructively, 
not temporarily obtunded by pills and potions. If we use it constructively for the 
welfare of others, we may say with Sir Thomas Browne, ‘* Bless me in this life with 
but peace of my conscience, command of my affections, the love of thyself and my 
dearest friends and I shall be happy enough to pity Caesar."’ 
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Perphenazine in Allergic Conditions 


Abram I. Cohen, M.D. 


BOSTON, MASS. 


Allergy is a clinical entity not confined to symptoms of hay fever or asthma. 
Many other conditions, including certain types of deafness and gastrointestinal dis- 
tress, occur as the result of an allergic response of the individual to his environment 
Although allergy may manifest itself in many different symptoms, usually cach patient 
has only one type of attack, which recurs frequently during his lifetime. The reason 
that some people respond allergically and others do not is not known, although it 
is believed that a considerable amount of repressed anxiety ts a characteristic of the 
allergic patient. He is thus caught in a vicious cycle: an emotional upset of some 
kind provokes an attack, and the attack itself is a further cause of psychic distress. 

We believe that no single cause, cither emotional, constitutional, or environmental, 
is solely responsible for allergy. Emotions pull the trigger but they do not load the 
gun. The “loaded gun” is the presence of a predisposition to allergy plus any en- 
vironmental allergens to which the patient is sensitive. 

This concept of the multiple causation of, allergy has significant therapeutic 
implications. Desensitization procedures and symptomatic treatment with anti 
histamines, steroids, and antiasthmatics are necessary but incomplete. Attention 
must be paid to the emotional component. Intelligent use of ataractic drugs has 
made it possible for the physician who is not a psychiatrist to reduce substantially 
the tension and anxiety that are causally involved in most cases of nasal, respiratory, 
and dermatological allergy. 

The first essential of treatment is preparation of a comprehensive history. It is 
important to discover the circumstances that preceded the current and any previous 
attacks. Almost invariably it will be found that a major emotional conflict occurred 
before cach full-blown attack, including the first. Any previous allergic manifesta 
tions were so minor that they were disregarded by the patient. Once a full-blown 
attack has occurred, others can be expected to follow fairly frequently unless adequate 
treatment is instituted, 

Most patients can be kept comfortable as long as symptomatic medication ts con 
However, attacks recur as soon as medication ts stopped unless a more 


tinued. 
A further consideration is that it may 


fundamental treatment approach is adopted. 
not be advisable to keep patients on antihistamines or steroids indefinitely. 

It seems possible that correction of these psychic factors through administration 
of ataractic drugs would enable us to reduce or even discontinue symptomatic therapy 
and still keep the patient free of distress. We decided to test this hypothesis among 
a group of allergic patients in whom psychosomatic factors seemed especially signifi 


cant. 
We wished to use an ataraxic that would be effective at low dosage levels and unlikely 


The perphenazine used in this study was provided by R. Richard McCormick, M.D., of the Division of 
Clinical Research, Schering Corp., Bloomfield, N. J 


to produce side effects. We selected perphenazine (Trilaton),* which ts a chlorpheno- 
thiazine analogue and structurally and clinically similar to chlorpromazine, but 
with greater potency and fewer side effects. Perphenazine modifies psychomotor 
activity and relieves tension and anxiety without diminishing mental acuity.': * 
It has been used with good results among ambulatory patients in whom physical 
symptomatology is induced or complicated by emotional factors.*~* It is also a 
potent antiemetic.£: 7 Shanon*® and Yontef’ administered perphenazine to patients 
with dermatological disease, sometimes allergic in origin, and reported relief of 
symptoms concurrent with the reduction of tension and anxiety. Hampton! recom- 
mended perphenazine as ancillary therapy in severe asthma, and Parish'! reported 
favorable results when perphenazine was administered to outpatients with allergies 
and asthma. 


METHOD 


This series consisted of 324 patients with various types of nasal, respiratory, and 
dermatological allergy 

There were 84 patients with vasomotor rhinitis. The chief complaints were nasal 
discharge and nasal obstruction sufficient to interfere with breathing. Some patients 
had nearly complete occlusion of both nostrils, and some had alternating stenosis. 

Perennial hay fever was diagnosed in 59 patients who complained of frequent attacks 
of sneezing with profuse watery discharge. 

Fifty-six patients with postnasal drip were included since we believe this symptom 
is caused by oversecretion of the linings of the posterior group of sinuses, which in 
turn is caused by an allergic condition. These patients reported chronic postnasal 
discharge, usually most severe on arising and postprandially. In a few patients, the 
drip produced nausea so severe that emesis occurred after breakfast. 

There were 32 patients with long-standing histories of chronic sinusitis. We 
believe that the chronicity in this condition aiso is due to allergic factors and should 
be so treated. These patients complained of frequent headaches, frequent colds, 


and nasal discharge. 

There were 14 patients with nasal polyps manifested by nasal obstruction; 10 of 
these patients had undergone surgical removal of the polyps previously but the 
condition recurred. Again, it has been our custom to consider this condition as an 


allergic response. 

We had 27 patients with chronic bronchial asthma and 22 patients with chronic 
bronchitis manifested by coughing with and without expectoration. 

Twelve patients had recurrent attacks of angioneurotic edema affecting chiefly the 
lips, eyelids, and tongue. Urticaria occurred in 18 patients; in some the condition 


was mild, but a few patients had giant hives, which covered the entire body. 

All patients had previously received steroids or antihistamines for symptomatic 
relief. Although normally we would not use an ataractic agent alone to treat patients 
with allergies, during this study of perphenazine all other medications were discon- 


* The trade name of Schering Corp. for perphenazine is Trilafon 
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tinued so that the effects of the drug could be evaluated specifically and not contused 
with the effects of other agents. 

The patients usually were started on 2 mg. perphenazine three times daily, 
was hoped that this relatively low starting dosage would prevent any side effects 
and still be effective. After two weeks of therapy, the 2 mg. tablet was taken twice 
daily and then once daily as maintenance. Only occasionally was it necessary to 
raise the dosage because of special circumstances. 


It 


RESULTS 


After several weeks of therapy with perphenazine, many patients reported marked 
relief of allergic symptoms. This can be attributed to the notable reduction of 


tension and anxiety. In no case was the condition worsened, and no significant 


side effects occurred. 

Although there have been reports of drowsiness after administration, this did 
not occur in our series, undoubtedly because dosage was at a level at which side 
effects almost never occur. We had 1 patient who reported drowsiness, but question 
ing revealed he had continued to take rather large amounts of an antihistamine 
during administration of perphenazine; when the antihistamine was discontinued, 
the drowsiness disappeared. The fact that perphenazine does not impair alertness 
was especially important to our patients since they are ambulatory and must continue 


personal and professional activities during therapy. 


A few of our patients complained of disturbing dreams at night, but this effect 


disappeared as soon as dosage was lowered. It was not necessary to discontinue 


perphenazine prematurely in any patient because of side effects. 
The following brief histories are representative of results in some of the diagnostic 
categories. 


A §8-year-old man had a long history of blocked nasal passages and watery nasal discharge. 1p addition 


to perennial vasomotor rhinitis, this patient also had a seasonal type of hay fever and episodes of urticaria 
After 10 days of perphenazine, 2 mg. three times daily, symptoms were relieved. Dosage was maintained 


for two weeks and then reduced to 2 mg. twice daily for two weeks and then to | tablet daily. The patient 


has remained free of symptoms 

A §l-year-old man had had frequent episodes of sneezing with a watery nasal discharge so profuse that 
25 handkerchiefs a day were used. A diagnosis of perennial hay fever was made. This patient is extremely 
nervous. He received perphenazine, 2 mg. three times daily for two weeks, and there was marked improve 
ment in symptoms. He is now being maintained on 2 mg. perphenazine twice daily 


A $4-year-old man had first been seen five years previously, Although he had received surgery for excision 


of nasal polyps some years carlier, at the time of examination both nares were completely occluded by 
polyps. A second operation was suggested but the patient refused because he had had much pain and dis- 


comfort after the first. He was maintained on antihistamines with fair results for three years and then 


treated with prednisone in dosages ranging from 20 mg. to 10 mg. daily, The patient was relatively free 
of symptoms while he took the steroid, but feared to continue on this therapy, Symptoms promptly re- 
curred. The patient is tense and irritable. He was given perphenazine, 2 mg. three times daily for two 
weeks, after which time the polyps could not be seen on direct visual examination and the airway was clear 
The paticnt said he felt very well and could breathe freely. Shortly thereafter, he developed a severe acute 
coryza, but surprisingly, the polyps did not swell or occlude the nose. He is now being maintained on 


perphenazine, 2 mg. twice daily. 
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DISCUSSION 


Although we have had surprisingly good results among our allergic patients with 
the ataraxic alone, we recognize that many patients usually require the full-dimen- 
sional treatment approach, which combines an ataractic agent with standard therapies 
such as antihistamines, steroids, or antiasthmatic agents. We believe, however, 
that reduction of the emotional component will affect the allergy so markedly that 
only minimal amounts of symptomatic medication will be required. 

From our own clinical experience (25 years) with allergic patients, it is impossible 
to escape the conclusion that all of them are emotionally unstable at least to some 
extent. For this reason the relief of tension and anxiety is a necessary goal of therapy. 

We believe that the favorable results attained by treating allergies with an ataractic 
agent highlight the predominant role of the emotions in triggering allergic attacks. 
The predisposition to allergy remains, but the ataractic agent raises the threshold 
at which symptomatic response to stress occurs. 


SUMMARY AND CONCLUSION 


Perphenazine was administered to 324 patients with various allergies. The usual 
daily dosage was 6 mg., reduced to 4 mg. and then 2 mg. All other therapy was 
discontinued during the study. 

Most patients experienced excellent relief of symptoms induced by tension and 
anxiety and there were no significant side effects. Perphenazine appears to be the 
ataractic drug of choice to treat the emotional component usually associated with 


nasal, respiratory, and dermatological allergies. 
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Cl. Galen* 


Ralph H. Major, M.D. 


DEPARTMENT OF THE HISTORY OF MEDICINE, UNIVERSITY OF KANSAS SCHOOL OF MEDICINE, 


AND UNIVERSITY OF KANSAS MEDICAL CENTER 


KAN 


KANSAS CITY, 


By general consent, the two great medical personages of antiquity were Hippocrates 
and Galen. Yet, while Sydenham was called the English Hippocrates, Boerhaave 
was referred to as the Dutch Hippocrates, and Casal was praised as the Spanish 
Hippocrates, we hear of no English, Dutch, or Spanish Galen. When Vesalius 
demonstrated that some of Galen's anatomy was faulty and William Harvey proved 
that Galen's concept of the circulation of the blood was incorrect, Galen, whose 
teaching had dominated medicine for more than a thousand years, was summarily 
dethroned. Since that period, Galen has been referred to with a certain disdain 
We have been told that he had a diagnosis for every disease, a sure cure for every 
complaint, and that he was cocksure, arrogant, egotistical, and inordinately fond 
of singing his own praises. Yet, in spite of centuries of detractors, anyone who studies 
his career with fairness and impartiality invariably comes to the conclusion that 
Galen was one of the most remarkable minds in the entire history of medicine 

For centuries, writers assumed that Galen's correct name was Claudius Galen, 
and it ts so recorded in many histories of medicine. But Klebs, in 1897, showed that 
the name Claudius first appeared in manuscripts of the fifteenth century, and Kalb 
fleisch, in 1902, suggested that “'Cl. Galen,’ as he was often described, really meant 


 clarissimus Galen,’ or most brilliant or renowned Galen 
Galen's position as dictator of medicine was a position to which he was clevated 


long after his death, and he must be acquitted of all responsibility for it. Galen, 
unlike the Greeks, the race to which he belonged, and, unlike the Romans, among 
whom he practiced, was a monotheist believing in one God only. To him, creation 
was the purposeful act of one God who created all things, including the organs in 
the body, for a definite purpose. Galen believed, however, that God always worked 
through natural law, remarking, ‘In this matter our view differs from that of Moses. ”’ 
Although rejecting miracles, Galen viewed God as the divine guide and architect 
of the universe, a view winning the approval of the Christians, who were slowly 
growing to be the greatest force in the Roman Empire. When the Church became 
omnipotent, the writings of c/arissimus Galen became the authority on medicine, 
just as the writings of another pagan, Aristotle, became the authority on philosophy 
Galen was born of Greek parentage in Pergamon, Asia Minor, in a.p. 130, the son 
of Nikon, a famous architect. Pergamon at that time was one of the centers of learn 
ing and culture in the Greek world, a center for the worship of Asklepios, the seat 
of one of the seven churches of the New Testament, and mentioned by St. John in 
the Book of Revelation as the place of “Satan's seat."’ Nikon, according to Galen, 
was ‘calm, honorable, and friendly,’’ while his wife “was quarrelsome, frequently 


* Presented at the Hixon Hour, the University of Kansas Medical Center, Nov, 18, 1997. 


Fic. 1. Galen, after the portrait in the Paris 
Academy of Medicine. 


Gehen n nap de Pergame na wolle dAsie, excellent Medex an] 
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Cr on hent quid ige L 


bit her servants, yelled constantly, and quarrelled with her husband worse than 
Xantippe with Socrates.’’ It is perhaps not without significance that the father 
named their son Galen, or Galenos (I'adnvés), which means calm or peaceful. 

When 17 years old, Galen began his medical studies at the Asklepeion of Pergamon, 
and after four years there and two years at Smyrna, he went to Alexandria. Alex- 
andria, in a.p. 153, was the cultural center of the Greek world, the second largest 
city of the Roman Empire, and the first commercial city of the world. The university 
had an enormous museum and the largest library in the world. Many great Greek 
physicians and scientists had studied and taught at Alexandria —Herophilus, who 
counted the pulse rate with a clypshydra or water clock; Erasistratus, the father 
of physiology, who carried out the carliest experiments in metabolism; Dioscorides, 
the greatest pharmacologist of antiquity, whose book on materia medica was used 
for more than a millennium after his death; Soranos, the first scientific obstetrician; 
and Rouphos of Ephesus, the great cardiologist, whose classification of the pulse 
is still employed. A list of the scientists is equally impressive and includes the names 
of Euclid, the mathematician; Archimedes, the geometrician and physicist; Hip- 
parchos, the mathematician, who discovered trigonometry; Clesibius, who invented 
the hydraulic pipe organ; and Ptolemy, the astronomer and geographer. All of 
these worthies were dead save Ptolemy, who was destined to remain the highest 
authority on geography, astronomy, and higher mathematics for the next 1300 years. 
Galen was much disappointed at the medical instruction at Alexandria. ‘‘In Alex- 
andria,’’ he wrote, “the art of medicine was taught by ignoramuses in a sophistical 
fashion in long illogical lectures to crowds of 14 year old boys who never got near 


. 
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the sick. If 1 told you what the Methodists taught while thinking they were teaching 
the scientific and the useful, you would doubt my sanity.’ Distracted by the loose 
way in which the Methodists were employing medical terms, Galen compiled a 
general dictionary in 45 books and a medical dictionary in five books. Julian, the 
leader of the Methodists, defined health as the absence of disease, a definition Galen 
described as absurd and so evident as to make a child laugh. ‘‘Disease,’’ wrote 
Galen, ‘consists of a cause, acting locally, producing disturbances of function with 
attending symptoms. Thus corruption, the cause, produces an abscess, the local 
condition, and this in turn interferes with function and causes pain."’ 

Unfortunately for medicine, Galen's dictionaries perished, and only fragments 
remain. This is also true of his writings on mathematics and philosophy, which 
date from the Alexandrian period. ‘‘Geometry,’’ he wrote, 


demonstrates its first theorem by a priori reasoning, its second from the proof of the first, and 
thus continues to add one proposition after another using all the previously acquired knowl- 


edge until it eventually arrives, incredible as it may seem to the uneducated, not only at the 
magnitude of the sun, moon and earth, but at their distances. And through it have been in- 
vented and constructed sun-dials and water-clocks, which successfully predict the wanderings 
of the sun, moon and eclipses. No matter how philosophers differ among themselves, they 


at least agree on the conclusions of geometry. 

I decided, therefore, if conclusions in connection with the cure of disease were thus grounded, 
physicians would show an accord like that of geometricians although it would require learning 
at the very beginning the meaning of every term and what undemonstrable propositions, 
commonly called axioms, will be accepted, such for instance as a line has only length not 
breadth; when two things are equal to a third, they are equal to each other, etc 


Galen, however, insisted that every theoretical conclusion, even though logical, 
be proved by experiment. ‘The proof of correct treatment,’’ he wrote, 


is based on two criteria, reason and experience. If someone asks why we give cold water toa 
fever patient, we answer for two reasons: first, on account of the nature of fever and the nature 


of cold water (logical contraries), secondly on account of experience, because in this particular 


discase under similar circumstances cold water has been found to be beneficial. 


Fi. 2. Galen, picture in Museum of the History 
of Medicine, University of Kansas. 
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Fic. 3. Galen demonstrates his classic experiment, Galeni Lragogics Libri, . . . Venetiis, apud luntas, 


MDLXXVI 


Galen's love of and interest in philosophy lasted throughout his lite. He began 
his reasoning with the axiom, cogsto ergo sum 1 think, therefore | am, an axiom 
usually attributed to René Descartes, who, 15 centuries later, made it the foundation 
stone of his philosophy. Galen also stressed that mathematical certainty is the highest 
the human mind easily grasps, another statement commonly attributed to Descartes 
Galen's sojourn in Alexandria was on the whole profitable. He had learned to think 
clearly, to formulate theories according to the strict rules of logic and geometry, 
and to test his theories by experiment. This fundamental concept dominated his 
subsequent medical career 

After 11 years of medical study, Galen returned to his native Pergamon, where he 
was appointed surgeon to the gladiatorial amphitheatre. Here he had unrivaled 
opportunity to study wounds and injuries received in combat and, in the course of 
these studies, to learn much anatomy and to observe many disturbances of physiologi- 
cal function. Here he kegan the classical physiological investigations that have 
earned for him the title of “Father of Experimental Physiology.”’ In the course of 
his anatomical dissections, he demonstrated many hitherto unknown muscles, the 
superior palpebral, buccinator, platysma myoides, palmaris, plantaris, and interossei 
of the hands and feet. In the course of his experiments on respiration, he cut the 
phrenic nerve and noted paralysis of the diaphragm. He also demonstrated the decus- 
sation of the fibers of the intercostal muscles and the role of the latter in respiration. 
In one memorable experiment, he cut the recurrent laryngeal nerve of a pig, and the 
pig ceased squealing. He repeated this experiment and found that not only did a 
pig cease to squeal but a dog stopped barking, and all other animals ceased to emit 
their peculiar cries. This discovery was of great importance. At that time, it was 
popularly believed that the center of intelligence and thought was located in the 
breast and that the sole function of the brain was to cool the blood. Diogenes of 
Babylon had taught that we speak with the larynx, the impulse coming from the 
lungs, and therefore the seat of thought was nearby, probably in the heart. Galen, 
however, proved that when he cut a nerve coming from the brain and ending in the 
larynx, speech ceased. Obviously, the brain was the seat of thought and from it 
voluntary impulses of the will passed down the nerves. 
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In a.p. 164, Galen settled in Rome. Here he found numerous physicians of various 
sects: Dogmatists, Empirics, Pneumatists, Eclectics, and, most numerous of all, 
the Methodists, his old enemies, whom he had first met in Alexandria. Galen soon 
made his impress on imperial Rome. In medical circles, there were constant turmoils, 
battles of words, and even physical encounters. Galen attacked the very idea of 
sects or creeds in medicine. He stressed medical facts learned from investigation as 
contrasted with medical theories. ‘The road of investigation,’ he said, long 
and arduous, but leads to truth; the road of assertion is easy, but leads nowhere."’ 
These statements angered the physicians of all sects, and they redoubled their attacks 
on Galen, who relished the fray. 

After three years, Galen returned to Pergamon, but two years later, he received 
an imperial order from the Emperor Marcus Aurelius to come to Rome as the Emperor's 
physician. Galen, of course, complied and spent the rest of his life in Rome teaching, 
practicing, and writing, with numerous trips to various cities and lands bordering 
on the Mediterranean. He died about a.p. 200, probably in Sicily 

Galen was one of the most prolific writers in the history of medicine. He was the 
author of approximately 500 works, most of which have been lost. During his life- 
time and after his death, many works he did not write were inscribed with his name 
You are right, my good Bassius,’’ Galen wrote, 


in saying that I should write a little book about my books, for, in the Shoemaker's Street in 
Rome, where there are many shops with books offered for sale, | came across some friends 
disputing as to whether a certain book was by me or by somebody else. It was plainly in 
scribed Galenus medicus. My friend, after reading two lines, put down the book exclaiming, 


“This is not in Galen's style, the book is inscribed with a false title.” 


Galen's library in Rome was destroyed by fire and with it a large number of manu 
scripts. However, in spite of the numerous forgeries and the destruction of his 
library, Choulant was able to list 181 books from Galen's pen. These have come down 
to us although he considered 45 spurious and 19 doubtful. From these volumes, 
we can form an idea of what Galen taught. However, Galen has never been widely 
read in modern times. His books form such a vast bulk as to discourage even the most 
intrepid soul. Much of his writing is so full of philosophical reflections, with angry 
attacks on his medical enemies and with none too subtle allusions to his own superior 
skill and knowledge, that the modern reader gets an impression that he was a boaster 


Fic. 4. Galen in consultation, Galent Lragogict Libri, Venctiis, apud luntas, MDLXXVI 
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Although Galen was certainly no shrinking violet, yet he was not a mere boaster, 
but one of the greatest minds we meet in written medical history. 

Galen's contributions to anatomy are impressive, although human dissection 
was forbidden by Roman law, and much of his knowledge of anatomy was obtained 
by dissecting animals, especially apes. In addition to discovering the aforementioned 
muscles, he described the foramen ovale of the heart and the ductus arteriosus, 
described 1200 years later by Botallo, whose name it commonly bears. Galen dis- 
tinguished between the origin and insertions of a large number of muscles and described 
their actions correctly. He described the dura and pia mater, the corpus callosum, 
the third and fourth ventricles, the aqueduct of Sylvius, the fornix, corpora quad- 
rigemina, vermiform process, calamus scriptorius, hypophysis, and infundibulum. 
He demonstrated the three portions of the temporal bone, the different divisions of 
the spinal column, six muscles of the eye, and the difference between the actions of 
the temporal and masseter muscles. His description of the larger muscles of the body 
is still followed in modern textbooks. 

Galen's physiology is set forth in Lrility of the Parts of the Body. A devoted mono- 
theist, Galen started out with the assumption that God created every organ with 
a definite purpose in mind and proceeded to explain their function and mechanism. 
In this zeal to explain God's purpose, Galen sometimes wandered from the road of 
investigation to the road of assertion, yet his achievements were noteworthy. The 
functions of the stomach are threefold, he taught to receive food, to prepare it for 
digestion, and then to force it into the small intestine. Respiration, he said, is 
produced by two acts the contraction of the diaphragm through the phrenic nerve 
and the contraction of the intercostal muscles. He concluded from the great vascular- 
ity of the kidneys that the urine is secreted by the blood. He erroneously concluded 
that the pituitary is a filter for the impurities of the brain, which are discharged 
through the ethmoid into the throat——an error that persisted through the centuries 
until Conrad Victor Schneider demonstrated in 1660 that there is no connection 
anatomically between the pituitary, the ethmoids, and the throat. 

Galen was one of the greatest nerve physiologists of all time. He described seven 
pairs of cerebral nerves, demonstrated loss of voice after section of the recurrent 
laryngeal nerve, distinguished between motor and sensory nerves, described the effect 
of section of the spinal cord at various levels, observed that word memory may be 
lost by cranial injuries, demonstrated the difference in symptoms produced by injuries 
to the cerebrum and cerebellum. 

The most publicized physiological mistake made by Galen was his error in regard- 
ing the circulation of the blood as a process of ebb and flow rather than a true circula- 
tion. This mistake is incomprehensible to us when we find that he demonstrated 
by experiment that the arteries contain blood and not air, that the blood in the vena 
cava flows toward the heart, and that the blood flows through the pulmonary artery 
from the right ventricle to the lungs. He knew that the aorta and the arteries carry 
blood from the heart, that the direction of the venous flow is toward the heart; 
he was convinced that there were anastomoses between the terminal arteries and the 
terminal veins. *‘‘All arteries,’ wrote Galen, ‘arise from the aorta and the aorta 
from the heart, all normally containing and carrying blood . . . The three semilunar 
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valves prevent the blood expelled by the right ventricle into the pulmonary artery 
from flowing back into the right ventricle."’ We all agree with William Harvey 
in his astonishment that Galen, divinus ille vir C’ that divine man"’), failed to grasp 
the circulation of the blood. 

In the field of clinical medicine, Galen described phthisis accurately and stressed 
the importance of climate and diet, especially milk, in its treatment; distinguished 
pleurisy from pneumonia; described varieties of aneurysms; and described encephalitis 
lethargica. He taught that at birth the child does not show active movements that 
aid in its birth. He described in detail the methods of ligating blood vessels and 
discussed three types of ligatures, one obtained from the Gauls, probably made of 
linen, silk, and catgut. He wrote on the subject of ligatures: 


Now there are ligatures of this sore of a material which rots with difficulty. Such in Rome 
is that which is called the Gactanean which itself is brought from the Gauls and sold mainly in 
the Sacra Via where it descends from the temple to the forum. In Rome it ts casy to obtain an 
abundant supply and, moreover, is sold most cheaply. And, if you practise your art in another 
city, a thread may be secured of those materials called silk. Now rich women ip many places 
under the rule of the Romans have this, especially in the large cities in which there are many 
women of this class. But, if no supply of this is found among those in the region where you 
live, you should choore a material which is less liable to rot, of this sort is the small string 


of a lyre, for those that rot fall off the blood vessels, 


Galen was quite at home in the field of what we today call psychosomatic medicine 
In his work, On Prognosis, he described a young woman who was sleepless, tossed 
about on her bed, would not answer questions, but whose pulse became fast and 
irregular when she heard the name of a popular dancer, Pylades. 

In summary, Galen was one of the first men in medicine to seck answers to the 
problems that confronted him by recourse to physiological experiments. He made 
epochal discoveries by the score, any one of which would have made a lesser man 
famous for all time. He was the founder of a new science, experimental physiology, 
which has broken the path to medical knowledge. 

As we survey his career, we understand why he reigned for centuries as the pontifex 
maximus of medicine, why the ancients called him c/arissimus Galen, why William 
Harvey called him ‘chat great and ingenious man, that Prince of Physicians,’ and 
we can better understand why the learned physician of the sixteenth century preferred 
to be wrong with the venerable Galen rather than right with the youth Vesalius 


Congress Bans Switchblades 


Congress, just prior to adjournment, passed a bill that prohibits interstate manu 
facture and shipment of switchblade knives a common weapon carried by juvenile 
delinquents. The new bill provides a maximum penalty of a $2000 fine and five years 
in prison for violations and is designed to keep concealed-blade weapons used for 
criminal purposes out of circulation. The ban will not affect sportsmen and others 
with a legitimate need for the conventional type of hunting knife 
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The Sixth Annual Symposium on Antibiotics 


World medical authorities attended the thirtieth anniversary of the discovery of 
penicillin and the tenth anniversary of the introduction of broad-spectrum antibiotics 
at the opening session of the Sixth Annual Symposium on Antibiotics, held Octo- 
her 15 to 17 in Washington, D. C., under the chairmanship of Dr. Henry Welch and 
sponsored by the journals ANrimiorics & Cuemornerary and Antimoric Mepicint 
& Cuinicat Tuerary published by MD Publications, Inc 

Gathered from all sections of the United States and 18 foreign countries, investi- 
gators and clinicians heard Félix Marti-[bafiez, M.D., Professor of the History of 
Medicine, New York Medical College, Flower and Fifth Avenue Hospitals, and 
Editor-in-Chief of the medical newsmagazine MD, trace the development of anti- 
biotics from Sir Alexander Fleming's historic discovery in 1928 through the ‘* broad- 
spectrum"’ cra, which began ten years ago, in 1948. 

Others who addressed the opening session of the Symposium were Dr. Henry 
Welch, Chairman of the Symposium and Director of the Antibiotics Division, Food 
and Drug Administration, U. §. Department of Health, Education, and Welfare, and 
members of a panel on the historical background of antibiotics: Sir Howard W 
Florey, William Dunn School of Pathology, University of Oxford, England, winner 
of the Nobel Prize with Sir Alexander Fleming and Ernst B. Chain for work on peni- 
cillin; Dr. Selman A. Waksman, Institute of Microbiology, Rutgers, The State Uni- 
versity, New Brunswick, N. J., codiscoverer of the antibiotic streptomycin and also 
a Nobel Prize winner; Dr. Chester S. Keefer, Robert Dawson Evans Memorial Hos- 
pital and Boston University School of Medicine, Boston; and Dr. Harry F. Dowling, 
Professor of Medicine, Department of Preventive Medicine, University of Illinois, 
College of Medicine, Chicago 

Great achievements in antibiotic medicine are no longer the result of a lone in- 
vestigator working in the quict of his laboratory, but the consequence of team efforts, 
Dr. Marti-Ibafiez, moderator of the historical panel, told the attending scientists 

“Thirty years ago penicillin was discovered and 10 years ago broad-spectrum 
antibiotics were introduced and let us note the difference between these two achieve- 
ments of the Antibiotic Age,’ said Dr. Marti-Ibafiez. ©The first was accomplished 
by one man alone, as in the days of Pasteur; the second, by a team of men dedicated 
to tracking down an antibiotic as persistently as safari hunters track down their 
quarry.” 

Had antibiotic discoveries occurred at an carlier stage of civilization, they would 
have altered the course of history, Dr. Marti-Ibaficz said, citing catastrophes that 
might have been averted. He said: ‘Collectively, antibiotics might have stopped 
the great pandemics that changed the course of humanity for instance the 10 
plagues of Egypt, the plague of Athens, Justinian’s plague, the Black Death, the 
syphilis epidemics of the Renaissance, the Great Plague of London, yellow fever in 
the United States, typhoid in the Boer War, typhus in the Balkans, and the influenza 
pandemic of 1918-1919." 

A preventive or prophylactic role for antibiotics in future medicine was predicted 
by Dr. Marti-[bafiez. He explained: 
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“In the medicine of tomorrow the role of antibiotics will become increasingly 
more prophylactic, as the interval between discovery of a drug and its clinical appli- 
cation becomes shorter and shorter. For a long time mankind was deprived of the 
benefits of many drugs simply because it failed to use them until long after their 
discovery . the sulfonamides, discovered in 1908, were employed only 27 years 
later; isoniazid, discovered in 1912, was not applied until 40 years later and penicillin, 
discovered in 1928, was not used until 13 years later. These delays were often caused 
by fear of toxicity. It is now high time to convince ourselves that a drug's toxicity 
often runs parallel with its therapeutic activity, demanding not its rejection but 
merely greater precision in its use."’ 

Dr. Selman Waksman pointed out that the biogenesis of the antibiotics (how they 
may be‘ bred"’ or otherwise evolved) and the mode of action of an antibiotic remain 
vital keys to future development. It is known, he said, that certain chemicals added 
to the medium will favor the production of specific antibiotics, or of different forms 
of a given antibiotic, as in the case of the penicillins and the actinomycins. It is 
further known that specific environmental conditions favoring one type of metabolism 
over another will result not only in an increase in the yield but will often result 
Little is known of the mode of action of 
He queried, Juste what 


in a change in its chemical composition, 
the antibiotic, that is, how it acts on different bacteria. 
connection is there between the nature of the organism and its sensitivity to a particu- 


lar antibiotic? 
Sir Howard Florey noted that the United States may be credited with three funda- 
1) the development 


mental steps in bringing penicillin into wide medical use 
of the deep fermentation process; (2) the production of strains of fungus yielding 
far more penicillin than Fleming's original strains; (3) improvement in the fermenta 
tion media, especially by the addition of corn-steep liquor. The gigantic scale on 


Sixth Annual Symposium on Antibiotics, which was highlighted by an Historical 
Session, moderated by Dr. Félix Marti-Ibafez 


Opening session of the 
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which penicillin was finally produced is a tribute to the chemical and engineering 
skill of the United States, he said. 

As physicians, Dr. Chester Keefer said, we can say that antibiotics have: reduced 
fatality rates in many diseases; reduced the total duration of many diseases; pre- 
vented complications in many diseases and prolonged life in others; prevented cer- 
tain diseases, such as rheumatic fever; and relieved great suffering. Furthermore, 
he added that in the social and economic fields, antibiotics have created a new in- 
dustry and have added useful years to life. 

Dr. Keefer stated that the reasons the costs of antibiotics are so low today are 
that they can be produced in quantity and in volume, and the need and demand for 
these products for the promotion of health and well-being are very great. Antibiotics 
have changed the public attitude toward infectious diseases. They have reduced the 
total costs of illness caused by many diseases. He pointed out that it is always diffi- 
cult, and in many instances impossible, to relate the costs of an illness to a dollar 
value. In any consideration of this problem, it is necessary to take into account the 
total costs of an illness and medical care, rather than approach the problem from 
the point of view of the high cost of drugs or any other single item. When one 
examines the total expenditures for personal health services today, we find that drugs 
and medical supplies account for only a fraction of the total costs. Other items that 
need to be considered are professional and hospital care, loss of income from illness, 
and costs of insurance coverage. The problem, nevertheless, is not simple but it 
is important 

Dr. Harry Dowling noted that prophylactic uses for antibiotics to date may be sum- 
marized as follows: (1) the broad-spectrum antibiotics have been effective in suppress- 
ing scrub typhus, (2) they can be used to lower the number of bacteria in the intestine 
preoperatively and in ulcerative colitis or cirrhosis of the liver; (3) they will reduce 
the frequency and severity of acute pulmonary infections in patients with chronic 
bronchitis and bronchiectasis. There are two additional prophylactic areas, he added 

the stimulation of the growth of animals by presumably suppressing the growth 
of microorganisms in the intestines and the preservation of food for human use. 
The future of antibiotics will be written by those researchers who search out new 
paths rather than follow those cut out by previous investigators, he stated. 

In his opening remarks to the Symposium, Dr. Henry Welch pointed out that the 
tremendous quantities of antibiotics now produced (more than 2,500,000 pounds an- 
nually in the United States alone) have resulted in marked improvement in the treat- 
ment and prophylaxis of infectious disease, but along with these advances in therapy, 
medical problems, some quite serious, have arisen. One of the latter is the pressing 
problem of resistant staphylococci and the prevailing incidence of world-wide 
staphylococcic disease. 

At the conclusion of the first session of the three-day Symposium, presentation 
was made of the original Aureomycin soil sample to the Smithsonian Institution 
by Dr. Benjamin W. Carey, Lederle Laboratories Division, American Cyanamid Co.; 
of the original Chloromycetin soil sample, by Dr. John Ehrlich, Parke, Davis & 
Co.; of the original Terramycin soil sample, by Dr. Ernest Webber, Chas. Pfizer & 
Co., Inc. A total of 136 papers were read at the Symposium. Antibiotics Annual 
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1958-1959, to be published in carly 1959 by Medical Encyclopedia, Inc., New York 
City, will include these and others presented only by title—a total of 177 papers. 

New developments in the field of antibiotics, with special emphasis on the problem 
of antibiotic-resistant staphylococci, were discussed at the Symposium. 

The new antibiotic kanamycin was reported effective in several critical infections, 
including staphylococcal endocarditis, purulent meningitis, septicemia, pyogenic 
arthritis and osteomyelitis, septic endometritis, lung abscess, pneumonia (C. J. 
Duke et al, District of Columbia General Hospital, Washington, D. C.), 

The results of kanamycin therapy were generally good in a group of children with 
staphylococcal infections, including pneumonia, empyema, gastroenteritis, septice- 
mia, and pyoderma. A beneficial effect was also noted in bacillary dysentery (Harris 
D. Riley, Jr., University of Oklahoma Medical Center), 

In another pediatric study on 144 patients, kanamycin was found to be effective 
against enteric infections (Salmonella, Shigella, Escherichia coli), staphylococcal and 
streptococcal infections (W. G. Thurman and R. V, Platou, Tulane University ). 

Kanamycin was found to be about as effective as neomycin in the topical treatment 
of superficial pyodermas, such as impetigo, eczematoid dermatitis, sycosis vulgaris, 
folliculitis barbae (J. J. Russo, Albany, N. Y.) 


Left to right: Dr. Henry Welch, Chairman of the Symposium; Sir Howard W. Florey, who presented a paper 
on ‘Penicillin in Prespective,”’ at the Historical Session; and Dr. Félix Marti-Ibafiez, who spoke on ‘'The 
First Thirty Years.” 
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Left to right: Dr. Félix Marti-Ibafiez; Dr. Selman A, Waksman, who spoke on ‘Antibiotics of Actinomycetes, 
An Introduction and Outlook” at the Historical Session; and Dr. Henry Welch 


Acute gonococcal urethritis in men responded to kanamycin with a cure rate ot 
more than 90 per cent, dosage being | Gm. of the drug intramuscularly tor three 


days (M. Marmell and A. Prigot, Harlem Hospital, New York, N. Y. 

Staphylococcal infections in a group of more than 100 patients responded well 
to the new antibiotic; there was no response in Bacteroides infections, and Pseudomonas 
was often resistant (S. M. Finegold et al, Wadsworth Hospital Veterans Administra- 
tion Center, Los Angeles, Calif. 

Novobiocin effectively controlled infections that had not saponted to other 
antibiotics; it was particularly useful in treating hospital-acquired staphylococcal 
infections (H. L. Greenberg ct al, Beth Isracl Hospital, Boston, Mass. 

Among the new antibiotics discussed were streptovitacin, an antibiotic tound to 
inhibit or reduce mouse sarcomas (University of Southern Calif.); leucomycin, an 
antibiotic from Japan, which was tested by the Antibiotics Division of the Food 
and Drug Administration and found to be effective against Staphylococcus aureus in 
vitro; and mitomycin C, reported on by a Japanese team led by Yaemon Shiraha 
Osaka City U., Osaka, Japan) as having caused regression of malignancies in 82 
patients one of mitomycin’s side effects was leukopenia. 

A large percentage of infections, predominantly due to Staph. aureus, responded 
well to oleandomycin, including several cases of pneumonia; streptococcal tonsillitis 
responded promptly (S. Karelitz and H. D. Isenberg, Long Island Jewish Hospital, 
New Hyde Park, N. Y. 

Patients with chronic infectious asthma of long duration, treated with olean- 
domycin, showed marked diminution of sputum, and the antibiotic was well tolerated 


M. A. Kaplan and M. Goldin, Chicago Medical School, Chicago, III. 
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Severe staphylococcal infections responded excellently, often dramatically, to 
vancomycin. After two years of use in a hospital, no vancomycin-resistant staphy- 
lococci have yet been found (W. M. M. Kirby et al, University of Washington School 
of Medicine, Seattle, Wash. ). 

Rapid clinical response was obtained with ristocetin in patients with staphy- 
lococcal pneumonia, including cases that had not responded to a number of other 
antimicrobial agents (L. R. Schumacher et al, U.S. Naval Hospital, St. Albans, N.Y.). 

A new sulfonamide, sulfadimethoxine, was found to be especially effective in 
most common infections in the pediatric age group (Edward H. Townsend, Jr., 
and Agneta Borgstedt, The Rochester General Hospital, Rochester, N. Y.). The 
new drug is capable of maintaining effective serum sulfonamide levels with only one 
daily oral dose and is notable for a lack of side effects. 

The use of nystatin in the control of fungal infections of orchids, diseases that cost 
the flower-producing industry a loss of millions of dollars annually, was reported 

Eleanora Frank ct al, Squibb Institute for Medical Research, New Brunswick, N. J. 

Spiramycin was used for local treatment of external ocular infectious conditions 
in $4 patients (Paul Hurwitz, M.D., Chicago, Ill.). Varying degrees of improvement 
were noted in 47 of the 54 patients, with more than 83 per cent demonstrating moderate 
to marked improvement. 

Oxytetracycline tablets were administered to volunteers who reported the first 
symptoms of a cold. Including those subjects who reported an incident a day or 
two late, there were 43 colds among 432 volunteers who received the tablets (10 
per cent: as against 87 colds among 338 controls who received an inert tablet (26 
per cent). Of those who reported an incident on the first day, the proportions were 


Left to right: Mrs. Louise M. Ellis, Suffolk, Va., first patient treated with Aurcomycin; Sir Howard W. Florey ; 
Dr. Selman A. Waksman; and Dr. Chester S. Keefer (extreme right), who delivered a paper on “Antibiotics 
Galore,’ attending the afternoon session of the first day of the Symposium 
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4 to 26, i. ¢., 644 times as many among controls as among those who received anti- 
biotics (J. Morrison Ritchie, Public Health Laboratory, Birkenhead, England). 

On the second afternoon of the Symposium, the position of six antibiotics —all 
active against the staphylococciin the fight against infections caused by these 
organisms was established by a panel of outstanding experts in the field of antibiotic 
therapy. Maxwell Finland moderated the program. His panel members were 
well-known clinical investigators from all sections of the country. They were 
E. L. Foltz, J. E. Geraci, W. M. M. Kirby, E. L. Quinn, M. J. Romansky, and E. M. 
Yow. 

It was generally agreed by the panel members that vancomycin led the list as a 
“killer’’ drug for the resistant staphylococci, with ristocetin a close second. Kana- 
mycin, recently introduced, was among the leaders as another killer agent. Erythro- 
mycin, novobiocin, and oleandomycin were in general classified together as *' inhibi- 
tors’ rather than ‘‘killers."’ The so-called ‘older’ antibiotics, chloramphenicol 
and bacitracin, were still considered by the panel as important agents in the treatment 
of “‘staph"’ infections. The panel made it clear that none of these drugs were an 
to the serious problem of “hospital staphylococcal disease." 

This problem was discussed at another panel held the final day of the Symposium. 
Panel members, all outstanding clinicians in their respective fields of pediatrics, 
internal medicine, and surgery, included George G. Jackson, Vernon Knight, Norman 
Learner, Thomas E. Shaffer, Chester Howe, and, as invited guest panclist, Phyllis M 
Rountree, of Sydney, Australia. Robert Wise was moderator of the panel. 

Although the major problem of staphylococcal infections in hospitals is concerned 
with infants and new mothers, other areas in the hospital are also involved. Wound 
infections, which had been materially reduced after che advent of antibiotics, have 
begun to increase again and infections are occurring in the operating room, according 
to Chester Howe. 

A mother may become colonized with staphylococci in the hospital, take them 
home to her family, and transfer infection in this manner. Furthermore, she may 
return to the hospital in a year or two, still a carrier, and thus could become a prob- 
lem again to the hospital, commented Thomas E. Shaffer, who insisted it is most 
important to climinate carriers from the hospital nursery. The key to keeping down 
infections is “locating and controlling the carrier."’ 

Dr. Rountree, one of the first to recognize the staphylococcal disease problem in 
hospitals more than 10 years ago in Australia, emphasized the need for isolation 
of all infected patients. She said, “Isolation is most important and essential." 
She warned that until we in the United States consider staphylococcal infecton a 
truly infectious disease, we will not be able to control its spread. She believes a 
case of staphylococcal infection should be handled like one of typhoid fever 
complete isolation. 

While in Australia the problem is mainly one of hospital cross-infection, as it ts 
in the United States, Dr. Rountree pointed out that now community cases are ap- 
pearing and prophesied that we too will encounter them in the not too distant 
future. 


Recognition of the carrier is most important. Although there are a number of 


50 | January 1959 INTERNATIONAL RECORD OF MEDICINE 


ise 
: 
4 


strains involved, some are so-called ‘‘ hot’’ ones and more likely perhaps to ‘‘ colonize’ 
and infect an individual. A file of the carriers in the community or hospital could 
be very valuable in an epidemic period. 

Of great importance was the announcement of Dr, Rountree that through the use 
of a nasal ointment containing neomycin and bacitracin, staphylococci were eliminated 
from the anterior nares of 80 per cent of carriers so treated. Somewhat similar pre- 
liminary results have been obtained by Thomas E. Shaffer in Columbus, Ohio, by the 
use of nasal sprays. He said that such sprays might control ‘‘carriers'’ while they 
are working on the hospital staff. 


Polio Foundation Expands 


The National Foundation for Infantile Paralysis recently announced that it will 
expand its program to include other major health problems facing the nation. With 
the development and successful use of Salk vaccine, the Foundation’s future plans 
call for support of research dealing with poliomyelitis, arthritis, virus diseases, birth 
defects, and diseases of the nervous system. The organization will henceforth be 
known as the National Foundation, and the expanded program, as in the past, will 
be supported by the March of Dimes. Basil O'Connor, Foundation president, said 
that in carrying out the program every effort would be made to prevent duplication 
of research being carried out by other agencies. 
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BOOK REVIEWS 


A Doctor Speaks His Mind. roount. Lex, M.p. Boston, Toronto, Little, Brown and 
Company, 1958. Pp. 120. Price $3.00. 


This entertaining book derives its vigor from the dynamic personality of its 
author, Roger I. Lee, a physician for more than $0 years and one of the old school of 
“family doctors.’ Dr. Lee, privileged by virtue of his years and experience to speak 
his mind freely, has some keen, penetrating comments to make on a variety of 
medical themes 

He is firmly opposed to socialized medicine, viewing “with alarm the effect of the 
intervention of a third agency, the government, in the relationships of doctor and 
patient.’ He also deplores the ever-increasing trend toward specialization and 
censures those who undertake to treat a part of the body, instead of considering the 
whole patient. These judgments arise from Dr. Lee's life-long emphasis on a warm, 
personal relationship between physician and patient. He believes that community 
health depends greatly on such a rapport. 

Dr. Lee's pungent remarks are wide in scope, ranging from a whimsical plea for 
cigarettes that go out when the smoker stops puffing, thus protecting those who 
smoke in bed, to a profound discussion of modern health insurance. 

Dr. Lee is often witty and sometimes has tongue in check. But he speaks with a 
deep sense of humanity and a fierce devotion to his profession. By his own rumina- 
tions, Dr. Lee will lead us to join him in regretting that the revered family doctor 
of which no better example could be found than the impassioned author — is fast 


disappearing from the American scene. 


Human Infertility. c. Luk BUXTON, M.D., MED. $C.D., AND ANNA L, SOUTHAM, M.D. With 
a Chapter on Endometrial Diagnosis by Earl T. Engle, Ph.D. New York, Paul B. 
Hoeber, Inc., 1958. Pp. 229. Price $7.50. 


Phe problem of infertility, it is emphasized in this valuable book, involves husband 
and wife as a unit, and not just the woman alone. Thus chapters are included on 
The Couple as a Unit’ and“ The Gynecologist's Responsibility in Male Infertility,” 
although, of course, most of the book is concerned with diagnosis and treatment 
of the infertile woman 

Particularly good is a chapter on taking the history or rather, three histories: 
from the husband, from the wife, and from both. In regard to this and other aspects 
of diagnosis and treatment, the physician is cautioned to use the utmost tact in order 
to gain the confidence of the couple in dealing with such a delicate problem. 

Excellent, thorough discussions of techniques of investigation and therapy will 
be of practical value to the physician. Management of hormonal, tubal, and cervical 
tactors is detailed at length, and the importance of the psychological factor in many 


cases 1s stressed 
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ON MEDICAL HISTORY NO. 2 


MbD MONOGRAPHS 


A History of Ophthalmology 


by Grornce \nnineros, Jn. MLD. 
Associate in Ophthalmology 


Medical College of Virginia, Richmond, Virginia 


Foreword by Frown VAD. 


A History of Ophthalmology presents a study of the development of the “ophthalmo- 
logical mind” throughout the history of civilization. The book attempts to guide 
the ophthalmologist to the sources of concepts that regulate his daily clinical 
functioning. He is introduced to the great thinkers who established, through 


both reasoning and experimentation, the basic ideas of visual funetion and dys- 


function on which the seience of ophthalmology is founded. Ophthalmology is 


carefully related to medicine generally in this work, and their roles of interde- 
192 pp.. clothbound, price $1.00. 


pendence and interaction are shown, 


1 History of Ophthalmology is he second book in a series written and designed for physicians, 
sociologists, educators, and members of related professions, as well as residents, interns, and 
students. Under the editorial direction of Félix Martf-Ib4iiez, M.D., Professor and Director 
of the Department of the History of Medicine, New York Medical College, Flower and Fifth 
Avenue Hospitals, the series is designed to enrich the physician's knowledge of medicine and 
to impart useful information. A History of Public Health by George Rosen, M.D., Ph.D., 
was recently published, Soon to appear is A History of Neurology by Walther Hiese, M.D. Beauti- 
fully designed and attractively bound in durable cloth, A History of Ophthalmology exemplifies 
the ultimate elegance in the art of bookmaking and will make a handsome addition to your library, 


MD PUBLICATIONS, INC, 
30 Kast 60th Street, New York 22, N.Y. 

Please send me one copy of A HISTORY OF OPHTHALMOLOGY 
at only $1.00 per copy. 
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A new, essen and timely book 
Edited by Henry Welch, Ph.Ds 
Proceedings of the Fifth Annual 


Washington, D. C., 


1957-1958 | cctober 2, 3, and 4, 1957 


156 REPORTS ON THE LATEST 
FINDINGS IN ANTIBIOTICS 
by 382 AUTHORS 
REPRESENTING 13 COUNTRIES 


Pane! Discussions 


* Rheumatic Fever Prophylaxis—B. B. Breese, Moderator 
* Antibiotics and Host Resistance—B. A. Waisbren, Moderator 
* Antibiotics as Antitumor-Antiviral Agente—C. C, Stock, Moderator 


Some Selected Subjects Among the 156 Papers 

* New “antibiolymphins” ® Strengthening host's defenses during antibiotic treatment 
* New antibiotics: telomycin, pimaricin, sulfocidin * Straptomycin pantothenate 
* Treatment of acne with antibiotics * Report on Asiatic influenza epidemic in Philippines 
* Treatment of systemic mycoses with amphotericin | * First Randall lecture 


A Unique and Indispensable Volume for Every Physician, Research Worker, and Teacher 


ONLY $12.00 for a copy of this attractive, hardbound volume of over 1000 pages 
in length, including charts, illustrations, and a comprehensive index, 


MEDICAL ENCYCLOPEDIA, INC. 
30 East 60th Street, New York 22, N. Y. 


Please send me one copy of ANTIBIOTICS ANNUAL 1957-1958 at only 
$12.00 a copy. 
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